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Abstract 
The multiple mini interview (MMI) is an admissions instrument designed to replace the personal interview in 
health care student selection. Its effectiveness has been evaluated in medical student recruitment processes 
(Eva et al., 2004a, Roberts et al., 2014). At the commencement of this research no reliability, validity, or 
acceptability studies had been published specifically in relation to student midwife selection.  
Study objectives: to develop, pilot and evaluate the reliability, validity and acceptability of MMIs in student 
midwife selection in a Higher Education Institution (HEI) in the United Kingdom (UK). 
A dual paradigmatic dialectical enquiry was used in a multi-method case study. A literature review and 
qualitative work were conducted to identify the desirable personal qualities of a student midwife. This was 
followed by the systematic development of a customised eight station, five-minute MMI model. Sixty-two 
students from the BSc Midwifery Studies, September 2011 and 2012 cohorts, at the University of Surrey, 
volunteered to undertake ‘mock’ MMIs in the first week of their programme. Fifty-seven participants were 
followed up having completed their first year. Predictive validity was assessed using students’ end of year 
OSCE and mentor grading; station reliability, including inter-station and internal consistency, were also 
examined.  Interviewers’ (n=9) and candidates’ (n=62) views of MMIs were obtained from a focus group and 
semi-structured questionnaires respectively. 
The literature review revealed that acknowledgement of the importance of ‘emotionality’ or an emotional 
dimension in the relationship between a woman and her midwife was missing from key professional, 
regulatory (Nursing and Midwifery Council, 2009, 2010, International Confederation of Midwives, 2011) and 
government documentation (Department of Health, DH,2012).  According to the Department of Health (DH, 
2013), selection to all National Health Service (NHS) funded training posts should incorporate recruitment for 
the NHS Constitution values (DH, 2012). In the absence of any mention of ‘emotionality’ it is suggested that 
this requires more specific recognition in considerations of what is important to appraise at selection.  
No statistically significant associations were found between students’ MMI score and their subsequent 
performance in clinical practice. The University Registrar would not consent to ‘live’ selection using MMIs in 
the absence of midwifery-specific evidence; participants were therefore students who had already been 
accepted onto an undergraduate midwifery programme. This has been addressed in an on-going longitudinal 
follow up-study. Reliability (internal consistency) was ‘excellent’ with Cronbach’s alpha scores between 0.91-
0.97 across eight stations. Inter-station reliability findings suggested that each station measured different 
independent constructs with only a moderate positive correlation between two stations, kindness, compassion 
and respect for privacy and dignity (p<0.01). All other stations indicated little or no relationship offering 
additional support to the reliability of the scales.  
Candidates stated that undertaking MMIs would not discourage them from applying to the University as they 
felt they were a fair assessment instrument. They suggested that the multi- interview format was a positive 
feature which allowed them to recover from a poor performance at any one station. Overall, 23 participants 
(37%) reported a preference for MMIs compared to 22 (35%) who preferred a one-to-one personal interview 
format; 44 participants (71%) found the personal interview more daunting than MMIs. Interviewers 
appreciated the parity of opportunity afforded to candidates through the standardisation of the interview 
process. They were willing to adopt MMIs in future selection processes provided any anticipated complications 
were resolved.  
MMIs were shown to be reliable in the context and model defined. The insightful information obtained has 
informed a ‘roll out’ to MMIs across all health care student selection at the University of Surrey as well as 
being used by Health Education England as a case study example (HEE, 2014) 
3 
 
Statement of Originality 
This thesis and the work to which it refers are the results of my own efforts. Any idea, data, image or 
text resulting from the work of others are fully identified as such within the work and attributed to 
their originator in the references or footnotes. 
This thesis has not yet been submitted in whole or part for any other academic degree or 
professional qualification. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Name:              Alison Callwood 
Signature:              
Date:         05.08.15 
4 
 
Acknowledgements 
To Professor Helen Allan and Dr Debbie Cooke, 
Thank you for your support, patience and guidance. You have been instrumental in enabling me to 
fulfil a long held aspiration. You have truly made a difference and I am extremely grateful. 
To the students and staff in The School of Health Sciences, 
Thank you for willingly taking part and contributing to this research. I could not have managed 
without you; you have taught me so much about friendship and collegiality. 
To my friends ... especially Mary, 
Thank you for coffees, for being there and for your faith in me. 
To Mum and Dad,  
Thank you for your love and encouragement. Dad, our deal is on for spring 2016; I hope we make it 
... my graduation and first draft of your book. 
To Madeline Rose, Josephine Poppy and Francesca May,  
Thank you, your patience, love, laughter and hugs have kept me going. I promise there are going to 
be fewer times in the future when you will need to ask “mummy when will your work be finished”? 
To Andy, 
Without you I would not have had the courage to start, or the endurance to finish this thesis. You 
always seem to believe in me; I don’t know why but you do, and that is all that matters. Thank you. 
 
 
 
 
 
 
 
5 
 
Contents                                              
 Glossary of terms 10 
Chapter One  Introduction: current context  
1.0  Introduction 12 
1.1 Statement of intent: aim, research question and objectives 19 
1.2 Importance of this research 19 
1.3 Organisation of the thesis 20 
Chapter Two The desirable personal qualities of a student midwife  
2.0  Introduction 22 
2.1 Search strategy 22 
2.2 What are ‘values’, ‘traits’, ‘attributes’ and ‘personality’? 24 
2.3 What are the desirable personal qualities of a student midwife? 27 
2.4 Midwives’ views of a ‘good’ midwife 28 
2.5 Women’s views of a ‘good’ midwife 30 
2.6 Emotions, Emotionality and Emotional Intelligence 31 
2.6.1 Emotional intelligence assessment 37 
2.7 Conceptualising values, attributes, traits and emotionality in the 
context of student midwife selection 
39 
2.8 Summary 41 
Chapter Three Multiple Mini Interviews  
3.0  Introduction 43 
3.1 Search strategy 43 
3.2 The Multiple Mini Interview 46 
3.3 What is the effectiveness of multiple mini interviews? 47 
3.3.1 Validity 47 
3.3.2 Reliability 55 
3.3.3 Acceptability   64 
3.3.3.1 Interviewer perspectives 64 
3.3.3.2 Applicant perspectives 66 
3.3.4 Feasibility  70 
3.4  Strengths and weaknesses of MMIs in the context of alternative 
interview techniques 
72 
3.5 Summary 77 
6 
 
Chapter Four Methodology and Methods  
4.0 Introduction 79 
4.1  Philosophical foundations 79 
4.2 Epistemology 80 
4.3 Theoretical perspective: Dialecticism 84 
4.4  Multi-methodology 85 
4.4.1 Design 85 
4.4.1.1   Phase One: Instrument development 87 
4.4.1.2 Phase Two: concurrent embedded design 95 
4.5 Methods: The Case Study 96 
4.5.1 Correlation Survey  97 
4.5.2 Reliability measures 98 
4.5.3 Acceptability Questionnaire 99 
4.5.4 Interviewer Focus Group 99 
4.6 Ensuring study rigour 100 
4.6.1 Content validity 100 
4.6.2 Construct validity 101 
4.6.3 Internal validity 102 
4.6.4 External validity 106 
4.6.5 Research reliability 106 
4.7 Reflexivity 107 
4.8 Sampling 108 
4.9 Data analysis 109 
4.9.1 Quantitative data analysis 109 
4.9.2 Qualitative data analysis 111 
4.9.2.1 Content analysis  111 
4.9.2.2 Thematic analysis 112 
4.10 Ethical considerations 115 
Chapter Five Findings from MMI Development and pre-testing  
5.0 Introduction 116 
5.1 Desirable personal profile 116 
5.2 MMI model 117 
7 
 
5.3 MMI scenario development 118 
5.3.1 Pre-test findings 118 
5.4 Final scenarios  128 
5.5 Scoring pro-forma 132 
5.5.1 Standard descriptors 132 
Chapter Six Pilot Study Findings   
6.0 Introduction 135 
6.1 Study population 135 
6.2 Quantitative results 137 
6.2.1 Reliability 140 
6.2.1.1 Inter-station reliability 140 
6.2.1.2 Internal consistency 140 
6.2.1.3 Item-total correlations 141 
6.2.2 Predictive validity 144 
6.2.3 Participant evaluation: Descriptive statistics 146 
6.3 Qualitative results 149 
6.3.1 Participant evaluation: Content analysis 149 
6.3.1.1 Multiple nature of MMI format 155 
6.3.1.2 Cognitive theme 155 
6.3.1.3 Experiential theme 155 
6.3.1.4 Overall view of MMI format 155 
6.3.2 Interviewer feedback. 156 
6.3.2.1 Experience perspectives 160 
6.3.2.2 Pragmatic considerations 164 
6.3.2.3 Emotions 169 
6.3.2.4 Looking ahead 172 
6.3.2.5 Summary 174 
6.3.3 Conclusion 174 
Chapter Seven Discussion  
7.0 Introduction and summary of findings 175 
7.1 Theoretical perspectives and instrument development 176 
7.2 Study findings 179 
8 
 
7.3 Summary 187 
7.3.1 Methodological considerations 187 
7.3.2 Conceptualisation of ‘what’ is being assessed: values based 
recruitment 
188 
7.3.3 Practical applications 190 
7.3.3.1 Implementation: MMI ‘roll out’ at the University of Surrey 190 
7.4 Summary 197 
Chapter Eight Conclusion  
8.0 Introduction 198 
8.1 Study strengths and limitations 199 
8.2 Future research 200 
8.3 Research reflections 200 
References  
Boxes  
Box 1 Key features of a ‘good’ midwife (and nurse) (NMC, 2015) 14 
Box 2 Domain: ‘Effective Midwifery Practice’  15 
Box 3 MMI scenario example (Eva et al., 2004a) 18 
Box 4 Schwartz’s Taxonomy 25 
Box 5 George and Mallery’s (2003) and Brown’s (2005) interpretation 56 
Box 6 Key dates and points in the research 95 
Box 7 MMI stations mapped to mentor grading and OSCE document 104 
Box 8 University of Surrey Eight Station Model 117 
Box 9 Mapping of personality Features for EI and Station Specific 
Attributes 
118 
Box 10 Mapping of personality features to scoring criteria 132 
Box 11 Score sheet standard descriptors 133 
Box 12 Station score sheet example pro-forma 134 
Tables  
Table 1 Summary of studies reporting on the validity of MMIs 49 
Table 2 Reliability study examples 58 
Table 3 D studies and hypothetical G coefficients 62 
Table 4 Reliability in relation to duration of stations 63 
Table 5 Chronological development of MMIs 93 
Table 6 Study population 135 
9 
 
Table 7 Cohort demographics 136 
Table 8 Correlations between age and academic entry point, mentor 
grading and OSCE score 
137 
Table 9 Station data distribution 138 
Table 10  Pearson’s correlation and station MMI scores 139 
Table 11 Station specific Cronbach’s alpha scores 141 
Table 12 Station item-total correlations 143 
Table 13 Mean station item-total correlations 144 
Table 14 Pearson’s correlation of total MMI score and practice outcomes 145 
Table 15 Participants previous experience of MMIs 146 
Table 16 Descriptive analysis from participant evaluation 147 
Table 17 Respondents preference for interview technique 149 
Table 18  Free text responses to participant questionnaire 150 
Table 19 Participant responses: frequency and themes 153 
Table 20 Interviewer focus group questions, codes and themes 157 
Figures  
Figure 1 Parks and Guay’s model 40 
Figure 2 Flow chart of the selection of papers for review  45 
Figure 3 Research Development (Crotty. 1998) 80 
Figure 4 Overall Research Design 86 
Figure 5 Study Design (big diagram) 86 
Appendices  
1 Evidence tables 266 
2 NMC Domains of competencies  236 
3 Schwartz’s Schwartz Values Survey (SVS) and Portrait Values 
Questionnaire (PVQ 
238 
4 Pre-test questionnaire (S2008 cohort) 240 
5 Focus group questions 242 
6 Focus Group transcription 243 
7 Candidate questionnaire 274 
8 Postnatal OSCE documentation 277 
9  Mentor grading rubrics 287 
10  Station score sheets 289 
11 Ethical approval documents including amendments 297 
10 
 
Glossary of terms 
Graduate Australian Medical School Admissions Test (GAMSAT) is a test used to select candidates 
applying to study medicine, dentistry, podiatry, pharmacy and veterinary science at Australian, 
British, and Irish Universities for admission to their Graduate Entry Programmes (candidates must 
have a recognised Bachelor degree, or equivalent, completed prior to commencement of the 
degree). 
Grade Point Average (GPA) is used by countries outside the UK. It is the average of all grades from 
all current classes for the marking period. The GPA is calculated by taking the number of grade 
points a student earned in a given period of time of middle school through high school. The GPA can 
be used by potential employers or educational institutions to assess and compare applicants. 
Medical College Admissions Test  (MCAT) is a computer-based standardized examination for 
prospective medical students in the United States, Australia and Canada. It is designed to assess 
problem solving, critical thinking, written analysis and knowledge of scientific concepts and 
principles. 
Medical College of Canada Evaluating Examination Year 1 (Total score) (MCCQE 1, total) MCCQE 1 
and 11 are part one and part two respectively of the Medical Council of Canada Qualifying Exams. 
‘Total score’ represents an overall score; sub-scores are generated, for example, for problem solving 
and patient interaction. 
Medical College of Canada Evaluating Examination Year 2 (Total score) MCCQE 11 (Total) see 
MCCQE 1 above. 
Multiple mini interview (MMI) is an interview format that uses a number of short independent 
assessments, typically in a timed circuit, to obtain an aggregate score of each candidate’s ‘soft skills’. 
Objective Structured Clinical Examination (OSCE) comprises a circuit of short (5–15 minute) stations 
in which each candidate is examined on a one-to-one basis with one or two examiners and either 
real or simulated patients (actors or electronic patient simulators) are used. 
 Pharmacy College Admissions Test (PCAT) is a computer-based standardized test administered to 
prospective pharmacy school students. The test is divided into six sections  including verbal ability, 
quantitative ability, biology, chemistry, reading comprehension and writing sections. 
11 
 
Situational Judgement Tests (SJT) are a type of psychological test which present candidates  with 
realistic, hypothetical scenarios and ask the individual to identify the most appropriate response or 
to rank the responses in the order they feel is most effective. 
UK Clinical Aptitude Test (UKCAT) is a test used in the selection process by UK Medical and Dental 
Schools. It is designed to give information on candidates' cognitive abilities through four reasoning 
tests, with a fifth test, the situational judgement test testing attitudes and professional behaviour.  
 
Undergraduate Medicine and Health Sciences Admissions Test (UMAT) is administered by the 
Australian Council for Educational Research (ACER) in Australia and New Zealand to assist in the 
selection of students into medical and dentistry courses. It is designed to assess the qualities 
deemed by ACER to be important to the study and practice of medicine and the health sciences 
including: critical thinking and problem solving, ability to understand people, and abstract non-
verbal reasoning. 
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Chapter One: Current Context 
1.0 Introduction 
Multiple mini interviews (MMIs) are an admissions instrument designed to inform final decisions in 
health care student selection. At the commencement of this study in 2010, they were an unknown 
and unevaluated admissions instrument in student midwife selection. Findings from this research 
have added important contextual data to the developing evidence base evaluating the effectiveness 
of MMIs. They also feature as a case study in the National Values – Based Recruitment Framework 
published by Health Education England (HEE) in 2014 (http://hee.nhs.uk/work-programmes/values-
based-recruitment/national-vbr-framework). 
Women accessing maternity services are entitled to receive care which reflects the six values 
embedded within the National Health Service Constitution (NHS) (Department of Health, DH, 2012).  
These include: “respect and dignity”; “commitment to quality of care”; “compassion”; “working 
together for patients”; “improving lives” and “everyone counts” (DH, 2012, p.14). The significance of 
these values in terms of service users’ experience was highlighted in the mid-Staffordshire Enquiry 
(Francis, 2013) where widespread inadequacies in the provision of compassionate care were 
identified.  
Being with a woman at one of the most vulnerable moments in her life is the immense privilege 
afforded to midwives (Edwards, 2014). Student midwives embarking on their journey towards 
achieving professional registration face the challenge of being able to meet women’s complex and 
changing needs. Higher Education Institutions (HEIs) have the responsibility for educating this future 
midwifery workforce. They are required to decide which applicants to accept for training: decisions 
which will directly impact on the experiences of women who use maternity services. The difficulty 
facing HEIs is that they are tasked with making empirical judgements about applicants’ personal 
qualities during recruitment processes. 
Selecting student midwives who are able to offer safe, compassionate care to women and their 
families presents challenges and identifying the desirable personal qualities of a student midwife is 
complex. Students applying to undertake Midwifery Education Programmes in the United Kingdom 
(UK) are required to meet the statutory admissions criteria of the Nursing and Midwifery Council 
(NMC, 2009). Minimum age is a generic pre-condition and academic entry levels vary between HEIs 
with specific criteria commensurate with graduate level of study. Evidence suggests a positive 
correlation between high academic ability and subsequent theoretical programme performance 
(Ferguson, James and Madeley 2002). Therefore, selection processes that discriminate between 
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candidates on the basis of their academic credentials would result in a student who is more likely to 
pass the theory component of their programme. The relationship between academic performance 
and clinical practice performance is less clear (Salvatori, 2001, Schmitt, 2011, Pitt, 2014). Being a 
midwife is about more than being able to articulate a theoretical underpinning to practice; the NMC 
admission criteria also specifies that all applicants must demonstrate that they have “good character 
sufficient for safe and effective practice” (NMC, 2009, p.10). . In order to take this discussion 
forward, it is important to determine what the NMC mean by this phrasing and to establish whether 
there is congruence between the NMC’s ‘good character’ and the NHS Constitution values (DH, 
2012). Questions can then be asked regarding whether these personal features represent a 
comprehensive view of the desirable personal qualities of a student midwife and are they being 
rigorously appraised by admissions processes during selection. 
The NMC (2010) state that ‘good character’ is based on an individual’s conduct, behaviour and 
attitude taking into consideration any convictions, cautions or pending charges. The importance of 
disclosure of any previous offences is emphasised as it relates to honesty and trustworthiness. Key 
values are listed including: being accountable, fair, professional, progressive and inclusive. No 
further explanation of how the NMC defines ‘behaviour’, ‘attitude’ or associated desirable personal 
attributes is evident in this document (NMC, 2010).  It also states that “all midwifery students are 
expected to work towards being able to apply the Code (NMC, 2015) at the point of registration” 
(NMC, 2010, p. 6). This is important as the Code (NMC, 2015) represents the professional standards 
required of midwives once they have achieved their registration. A revised Code (NMC, 2015) has 
recently been published. The superseded version (NMC, 2008) referred to the provision of care 
centred on trustworthiness, respect for others, privacy and dignity, advocacy, working with others, 
provision of the highest standards of care at all times, honesty and integrity, it did not mention 
‘good character’. The updated Code (NMC, 2015) repositions itself in a series of statements which 
together signify what ‘good’ midwifery (and nursing) looks like. The frames of reference centre 
around four headings, see Box 1. 
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Box 1: Key features of ‘good’ midwifery (and nursing), (NMC, 2015) 
‘Prioritising people’ by: Treating them as individuals, listening, ensuring their social, physical and 
psychological needs are assessed, acting in their best interests and 
respecting confidentiality 
‘Practising effectively’ by Always using best available evidence, ensuring good communication, co-
operative working, knowledge and skills sharing, accurate record 
keeping and being accountable 
‘Preserving safety’ by: Recognising the limits of  one’s own competence, being honest with 
service users; assist in an emergency, act promptly if there is a patient 
safety concern, raise concerns for any vulnerable individual and reduce 
the risk of harm associated with practice 
‘Promoting 
professionalism and 
trust’ by: 
Upholding the reputation of the profession, engaging in all registration 
requirements, investigations and audits, responding professionally to 
any complaints and providing leadership to ensure the protection of 
people’s well being 
 
It can be seen that, embedded within the NMC values (2010) and the four statements of the NMC 
Code (2015) are personal qualities, for example compassion, respect for others, good 
communication skills and honesty. However, the phrasing ‘good character’ is not mentioned.  
The NMC Standards for Pre-Registration Midwifery Education (2009) allude to ‘personal attributes’ 
in their framework of competencies which students are required to achieve for entry in the 
professional register. ‘Competent’ is defined as the “combination of skills, knowledge, attitudes, 
values and technical abilities that underpin safe effective practice” (NMC, 2010, p. 11). 
Competencies are divided into four domains: ‘effective midwifery practice’; ‘professional and ethical 
practice’; ‘developing the individual midwife and others’ and ‘achieving quality of care through 
evaluation and research’. The requirements of each domain are specified, see example in Box 2 (see 
also Appendix 2. 
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Box 2: Domain: ‘Effective Midwifery Practice’  
 
“Care for, monitor and support women during labour and monitor the condition of the fetus, 
supporting spontaneous births. This will include:  
 Communicating with women throughout and supporting them through the experience 
 Ensuring that the care is sensitive to individual women’s culture and preferences 
 Using appropriate clinical and technical means to monitor the condition of mother and fetus 
 Provide appropriate pain management 
 Provide appropriate care to women once they have given birth”                    (NMC, 2009, p. 3) 
 
At the core of these competencies are personal skills including ‘effective communication’, ‘empathy’, 
‘respect’ and ‘sensitivity’; however, a definitive list of desirable personal features is not present.   
The International Confederation of Midwives (ICM) also refers to ‘competencies’ rather than specific 
attributes or values in their key documentation (ICM, 2011) They describe competencies as “the 
knowledge, skills and behaviours required of the midwife for safe practice in any setting” (ICM, 
2011, p. 1). They are summed up in specific ‘key midwifery concepts’ which further define the 
unique role of the midwife including: working in partnership, respect for human dignity, advocacy 
and cultural sensitivity (ICM, 2011). The ICM do not refer to ‘good character’; ‘values’ are mentioned 
in just one section titled ‘basic professional behaviours’ where it states that the midwife should “act 
consistently in accordance with professional ethics, values and human rights” (ICM, 2011, p. 4). No 
further clarification is offered.  
While the meaning of the terms ‘good character’, ‘values’ and ‘attributes’ are implicit in the key 
documentation which explains the role and responsibilities of a midwife, they are not consistently 
used or defined.  What can be identified within the competency frameworks of the NMC (2009), the 
ICM (2011), the Code (NMC, 2008, 2015) and central to the NHS Constitution values (DH, 2012) is an 
intrinsic thread centred around the ‘relationship building’ between carer and health care 
professional. The etymology of the word ‘midwife’ encapsulates this relationship. Found in ancient 
English, it was first formed in the 1300s when ‘wife’ meant ‘woman’, rather than the more 
contemporary definition of a ‘married’ woman (Oxford English Dictionary, 2014). ‘Mid’ is a 
preposition meaning ‘together with’ and therefore midwife literally means ‘together with woman’ 
(American Heritage Dictionary of the English Language 2009). Bharj and Chesney (2010) suggest that 
to be ‘with woman’ is more than giving physical and technical care; it involves providing emotional 
and psychological support to women and their families. The simple definition of the word ‘midwife’ 
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belies the complexity of the unique physical, emotional and psychological aspects of care embedded 
in the relationship which develops when a midwife is ‘with’ a woman during childbearing. 
“The relationship that develops between the women and the midwife is at the core of human 
caring and may provide the basis of the professional body of knowledge that encapsulates 
midwifery” Saddiqui (1999, p. 111) 
In order for an individual to be able to foster this relationship it is important to understand what it is 
about the connection between a mother and midwife which is enhanced through the ‘good 
character’ specified by the NMC (2009). Alluding to a distinctive set of skills and attributes, Nicky 
Leap (2010) offers some insight, 
“Our expertise as midwives rests in our ability to watch, to listen and to respond to any given 
situation with all of our senses  ...  the skill lies in knowing when to inform, suggest, act ... 
when to be still and when to withdraw and remove ourselves  ... ” (Leap, 2010, p. 22). 
Kirkham (2009) suggests that the relationship between mother and midwife is founded on principles 
of respect, trust, reciprocity and emotional integrity. Without these a midwife will risk ‘doing to’ and 
‘checking women’ rather than truly listening and being ‘with them’. Kirkham (2009) refers to an 
emotional dimension but only begins to allude to how this might specifically relate to ‘good 
character’, ‘attributes’ and ‘values’. The significance of this emotional dimension to both women and 
midwives should not be understated (Hunter, 2009) and it is explored in greater depth in section 2.6. 
It is important to consider the subtle nuances of ‘attributes and values’ and how they link to 
personal qualities, emotions and behaviour before any attempt can be made to identify which ones 
are desirable in a student midwife. In chapter two a review of relevant literature begins by 
contextualising these terms with working definitions which then form the foundation for exploring if 
and how they can be assessed at selection. Of particular significance is the apparent omission of 
‘emotions’ or ‘emotionality’ in caring relationships in regulatory and government guidelines and 
publications. This is revisited in sections 2.6, 2.7 and 7.3.2. 
The ‘good character’ or personality features required of a midwife to enable her/him to provide care 
that reflect the NHS constitution values (DH, 2012) are difficult to define. HEIs however, have 
responsibility to select students on to their education programmes whom they believe to be best 
suited to the profession. To add pressure to this decision-making, the Government’s mandate (DH, 
2013) to HEE following the Francis Report (2013) states that recruitment into all newly-funded 
training posts, including midwifery, should incorporate selecting for ‘values’ during selection by 31st 
March, 2015. This is discussed in greater depth in section 7.3.2. The Government clearly emphasise 
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personal ‘values’ citing ‘caring’, ‘compassion’ and ‘empathy’ as well as technical and academic skills 
(DH, 2013). This aligns with the NHS Constitution (2012) but a lack of clarity is evident between the 
phrasing of these key documents and those of the NMC (2009, 2010), the ICM (2011) and DH, (2013) 
where terms like ‘values’, ‘attributes’ and ‘character’ are used interchangeably. Selecting midwives 
of the future is intensely competitive; for example in 2014-2015 the University of Surrey received 
over 1000 applications for the 56 available places on their pre-registration midwifery degree 
programme. In this competitive milieu, HEIs have a duty to adopt recruitment strategies that are as 
reliable, defensible and valid as possible (Rodgers et al., 2013). This involves being clear about what 
a desirable profile of a student midwife is and ensuring that selection measures are robust enough 
to assess whether applicants possess ‘it’ during selection. 
HEIs admissions procedures in the UK are staged. Applicants are initially shortlisted according to 
their academic ability which is measured by previous examination success. To meet the NMC 
Standards for Midwifery Education (NMC, 2009) a face-to-face meeting with an interviewer is then 
required before a candidate can be accepted onto programmes following short listing. The personal 
interview is widely used to inform these final decisions. However, the predisposition of the personal 
interview to examiner bias, chance and ‘context specificity’, where an individual’s performance in 
one situation is weakly predictive of their performance in another (Eva, 2003), have been identified 
(Patterson et al., 2014). Also called into question is the ability of the interview to assess an 
individual’s personal profile in order to identify those most likely to be able to meet women’s 
complex and changing needs (Wilson et al., 2012, Perkins et al., 2013, Rodgers et al., 2013). This is 
discussed further in section 3.4. 
The multiple mini interview (MMI) is an admissions tool designed to replace the personal interview 
at selection. Initially developed with medical school applicants at McMaster University, Ontario (Eva 
et al., 2004a) it has been adopted in health care student training institutions internationally (Roberts 
et al., 2008; McBurney and Carty, 2009; O’Brien et al., 2011; Husbands and Dowell, 2013; Perkins et 
al., 2013, Hopson et al., 2014; Campagna-Vaillancourt et al., 2014). MMIs are short focused 
interactions with a series of interviewers where candidates are required to respond scenarios (see 
Box 3) designed to assess specific skills and attributes (see section 3.2). Proponents argue that the 
aggregate of multiple encounters generates a more accurate and generalisable representation of an 
individual’s attributes and values than any one encounter (Eva 2004a). The reliability and validity of 
MMIs have been evidenced in, for example, medical, dental and veterinary student selection (Eva et 
al., 2004a and 2009, Roberts et al., 2008, O’Brien et al. 2011, McAndrew et al, 2012, Oliver et al, 
2014) but not in nursing or midwifery selection to date.  
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Box 3. Example MMI scenario (Eva et al., 2004a, pp.325) 
Ethical decision making 
“Dr Cheung recommends homeopathic medicines to his patients. There is no scientific evidence or 
widely accepted theory to suggest that homeopathic medicines work and Dr Cheng doesn’t believe 
them to. He recommends homeopathic medicines to people with mild and non-specific symptoms 
such as fatigue, headaches and muscle aches because he believes that it will do no harm, but will 
give them reassurance. 
Consider the ethical problems that Dr Cheng’s behaviour might pose ... ” 
 
At the commencement of this study I questioned whether the personal interview, which was being 
used to inform final decisions in student midwife selection at the University of Surrey, was fit for 
purpose. Having searched the literature, I proposed an alternative, the MMI, citing the published 
evidence base in medical student selection. The Registrar at the University of Surrey was unable to 
grant approval to replace the personal interview with MMIs in the absence of supportive empirical 
data specifically in the context of student midwife selection; this was despite the questionable 
evidence base relating to the reliability of the personal interview (see section 3.4). It therefore 
became clear that robust research was required involving the development of a bespoke model and 
tools. 
Noteworthy at this point, is the important distinction between ‘selection’ and ‘recruitment’. 
Recruitment can be defined as “the process of generating a pool of capable people to apply for a 
role within an organisation” and selection as “the process by which managers or others use specific 
instruments to choose from a pool of applicants a person or persons most likely to succeed in a job 
or role” (Bratton and Gold, 2007, p. 239). For the purposes of clarity in this document, I 
conceptualise recruitment and selection according to Bratton and Gold’s definitions (2007). 
Validated scenarios and MMI models used in medical student selection were not considered directly 
transferable to student midwife selection as many featured clinically orientated content as well as a 
different attributes profile (see section 3.2). In my experience of midwifery selection at the 
University of Surrey, applicants present with a wide range of previous clinical practice exposure, 
some with significant experience as Maternity Care Assistants and others with very little. This 
disparity potentially rendered the medical student’s scenarios unfair as parity of opportunity could 
not be ensured between candidates. Non-clinically based scenarios and scoring pro-forma were 
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required, aimed at assessing the attributes embedded within the NMC (2009, 2010) and ICM (2011) 
documentation as well as capturing women’s and midwives’ views regarding makes a ‘good’ midwife 
(see sections 2.3, 2.4, 2.5). 
1.1 Statement of intent  
Research Aim: to develop, pilot and evaluate multiple mini interviews in pre-registration student 
midwife selection in a Higher Education Institution (HEI) in the UK  
Research Question: How effective are multiple mini interviews in pre-registration student midwife 
selection? 
Objectives 
1. Development 
a. To define the desirable personal qualities of a student midwife 
b. To develop MMI scenarios designed to assess these personal qualities 
c. To develop an MMI model to pilot the scenarios 
 
2. Pilot MMIs on pre-registration student midwives examining their effectiveness:  
 Validity (content, face, construct and predictive)  
 Reliability (inter-station, internal consistency)  
 Acceptability perspectives 
o Interviewer  
o Applicant  
3. Evaluation 
 To evaluate MMIs as a selection tool  for pre-registration midwifery education 
programmes 
 
1.2 Importance of this research 
In 2010 research exploring the effectiveness of MMIs had taken place primarily in medical student 
selection. MMIs have been used in student midwife selection at the University of British Colombia, 
Canada (personal correspondence, 2010: http://midwifery.ubc.ca/person/saraswathi-vedam). 
However there was no published midwifery specific reliability and validity data available in the 
literature at the time of this research.  
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This study contributes a unique perspective to current theory relating to the assessment of student 
midwives’ values and attributes at selection including: the identification of desirable personal 
qualities of a student midwife; a detailed conceptual framework for MMI development; pilot data 
specifically relating to midwifery selection; and generic practical considerations. The findings of this 
research have added significance since the publication of the Francis Report (2013). While core 
values including care and compassion were written into the NHS Constitution (2012) individuals 
using the Health Service were clearly not experiencing the standard of care they had the right to 
receive.  The ensuing work by HEE has included developing a comprehensive National Values-Based 
Recruitment’ Framework (HEE, 2014) designed to guide NHS employers and HEIs with their 
recruitment processes (see section 7.3.2). The use of MMIs as a selection measure is endorsed 
within this framework.   
With current Government policy (DH, 2013) emphasising assessing ‘values’ at selection (Section 
7.3.2) this thesis concludes by offering new perspectives in section 7.3. I suggest that selecting for 
‘good character’ (NMC, 2009) is about more than the current drive for values-based recruitment 
(DH, 2013). The importance of a multi-dimensional ‘emotionality’ embedded in caring relationships 
is emphasised and its explicit inclusion in government, professional and regulatory publications is 
proposed. Finally, the contribution that MMIs can make to enhancing selection processes is 
evaluated. I suggest that generic conclusions can be drawn which have the potential to be 
extrapolated across health care professional student selection. 
1.3 Organisation of the thesis 
At the commencement of the literature review in 2010 there was relatively limited published 
literature evaluating interview techniques in relation to assessing caring attributes and values in 
healthcare professional student selection. Since the Mid-Staffordshire Enquiry (Francis, 2013) there 
has been an unprecedented interest and drive to engender greater compassionate care in the NHS. 
Primary research and ‘contemporary issue’ discussion papers exploring ‘values-based’ recruitment 
strategies, including MMIs, are now pervasive throughout midwifery, nursing and medical journals 
(Patterson et al., 2014). In addition MMIs were a relatively new innovation in 2010. Data to examine 
their predictive validity has taken time to evolve. Students needed to progress through their 
programmes before any associations could be explored between their admissions MMI score and 
subsequent performance in practice. By 2014 a significant volume of new evidence was available 
(Appendix 1); data which had been published during the course of my study time frame. Accordingly, 
literature published up to December 2014 has been included. 
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The review of the literature has been divided into two chapters: Chapter Two is concerned with 
clarifying what is a desirable personal profile of a student midwife. This begins with a broad context 
presenting working definitions of words like ‘attributes’, ‘values’ and ‘personality’. A more detailed 
exploration of the personal features that stakeholders feel are commensurate with being  a ’good’ 
midwife follows, including an emotional dimension to the caring relationship. 
Chapter Three presents the MMI as an alternative to the personal interview. Embedded in this 
discussion is a critique of different face-to-face interview techniques including the personal 
interview, group interview and assessment centres.  
In Chapter Four the research methodology and methods are described and critically justified. A dual 
paradigmatic approach incorporating multiple methods was used in a concurrent embedded case 
study (Creswell and Clark, 2011). Greene and Caracelli’s (1997) philosophical position underpinned 
this research which rejects a single paradigm perspective in favour of a pluralistic standpoint. Each 
paradigm and associated methods offers a legitimate and meaningful perspective, generating in-
depth multi-dimensional knowledge and understanding (Creswell and Clark, 2011). By adopting this 
philosophical stance it was possible to examine reliability and validity as well as exploring more in 
depth acceptability perspectives which would not have been possible with adherence to any one, 
single theoretical position. 
 
The study findings are presented in chapters five and six. Chapter Five reports development and pre-
study findings including the final scenarios and scoring pro-forma. Chapter Six presents qualitative 
and quantitative results from the study. 
The Discussion follows in Chapter Seven. Reflecting on the theoretical assumptions made at the 
commencement of this study, their influence on the final research design is considered. The findings 
are discussed in the light of the conclusions drawn from the literature review. New insights 
generated are appraised in the context of current policy surrounding values based recruitment. 
Finally, details of how the pilot data and experience gained informed a “roll out” to live selection at 
the University of Surrey are presented. This chapter concludes with three principle themes: 
‘methodological considerations’, ‘conceptualisation of what is being assessed’ and ‘practical 
applications’ as well as study strengths and limitations and areas for future research. 
Chapter eight concludes the thesis with specific reference to study strengths and limitations, 
suggestions for further research and reflections. 
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Chapter Two: The desirable personal qualities of a student midwife 
2.0 Introduction 
This chapter aims to elucidate the desirable personal qualities of a student midwife, once pre-
conditions, namely academic achievement and work experience, have been met. At the 
commencement of this review, preliminary searches revealed the complexity of defining desirable 
qualities because terms like attributes, traits, values and personality are used interchangeably in the 
literature.  
Section 2.1 begins by detailing the search strategy undertaken.  Section 2.2 contextualises ‘what’ is 
being assessed at selection by setting out working definitions for attributes, traits, values and 
personality. In section 2.3 the desirable personal qualities considered important by the NMC (2009, 
2010) and the ICM (2010) are explored in greater depth, having been introduced in section 1.0. 
Midwives’ and women’s views of a ’good’ midwife are examined in sections 2.4 and 2.5 respectively. 
A recurring theme embedded within these perspectives is the significance to both women and 
midwives of the presence of an emotional dimension to the caring relationship. Section 2.6 goes on 
to explore the complex, nuanced features of this ‘emotionality’ in the context of the mother-midwife 
relationship. Section 2.7 follows summarising how working definitions of ‘values’, ‘attributes’, 
‘traits’, personality and ‘emotionality’ relate to student midwife selection.  
A definitive list of personal qualities is presented later in section 5.1. The systematic development of 
this profile is critically explained in section 4.4.1.1. 
2.1 Search strategy  
Searching for literature was an iterative process. This was in response to new information revealed 
in the course of the search, as well as influential developments outside the search, for example, The 
Francis Report (2013) which had a significant impact on contemporary literature.  
The following databases were searched: British Education Index; CINAHL; Educational Administration 
Abstracts; ERIC; MEDLINE; PsycARTICLES; Psychology and Behavioural Sciences; PsycINFO; ASSIA; 
British Nursing Index and Sociological Abstracts.  
In addition, Google searches were undertaken to find any relevant literature including information 
about which HEIs were using MMIs and how they were administering them. Key professional 
organisation websites were also searched, for example, the NMC and ICM. 
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Searches of the grey literature included: https://www.opengrey.eu and 
http://www.gov.uk/government/publications. 
Each search was restricted to only those written in English, with no date limiters to ensure the 
inclusion of seminal concepts. Searches were entered into Endnote to remove duplicates. 
Search A 
Search  Term 
S1 values AND attribute* 
S2 personality 
S3 “good character” 
S4 virtue 
S5 midwi OR “student midwi*” 
S6 mother 
S7 “good midwi*” 
S8 “virtue ethics” 
String 1  S1+S2+S3+S4 
String 2 S1+S5 
String 3 S2+S5 
String 4 S3+S5 
String 5 S4+S5 
String 6 S8+S5 
String 7 S5+S7 
String 8 S6+S7 
 
S9 emotion* 
S10 “emotional intelligence” 
String 9 S5+S9 
String10 S5+S10 
 
During the course of the search different stakeholder views emerged regarding the desirable 
personal qualities of a student midwife. These include professional organisation, women’s and 
midwives’ perspectives. These themes inform sections 2.3, 2.4 and 2.5. 
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2.2 What are: ‘values’, ‘traits’, ‘attributes’ and ‘personality’? 
In accordance with the NMC (2009) and ICM (2011) documentation and the NHS Constitution (DH, 
2012) I have alluded to the ‘soft skills’ (McIntosh et al., 2013) like respect, trust, relationship building 
and communication required of a midwife in order to be able to meet women’s needs. These ‘soft 
skills’ are  presented in the literature as ‘attributes’, ‘values’, ‘traits’ and ‘personality’ and many are 
subsumed by an emotional dimension (Kirkham, 2009). The subtle nuances of ‘attributes and traits’ 
and how they link to personal qualities, values and emotions are important to consider before any 
attempt can be made to assess, at selection, whether an individual possesses them.  
It was outside the scope of this review to systematically appraise, in-depth, current literature on 
values, attributes, traits and personality. However, for the purposes of clarity, the following working 
definitions are proposed. Values are principles or standards of behaviour and, ones judgement of 
what is important in life (Oxford English Dictionary, 2014). Values are cognitive representations of 
enduring goals, reflecting personal choice to act in a certain way (Roccas et al., 2002). They impact 
on behaviour and are influenced by motivation (Parks and Guay, 2009). Values hold different 
degrees of importance from individual to individual. A particular value may be important to one 
person but unimportant to another (Schwartz, 2012). As learned beliefs, values can change or adapt 
over time (Parks and Guay, 2009). Personal values can be predictive of behaviour as they relate to 
how individuals feel they ought to behave (Schwartz, 1994). Values can transcend different 
situations, for example, honesty values may be important to an individual in the workplace as well as 
with friends or strangers (Schwartz, 2012). They can be prioritised by importance when two or more 
values are in conflict (Parks and Guay, 2009), for example, individuals may act less benevolently if 
their achievement values are threatened.  In 1992, Schwartz published a taxonomy of values which 
groups values into ten domains that are reportedly recognised across cultures (Schwartz, 2012) see 
Box 4. To test his taxonomy, Schwartz developed dedicated instruments; the Schwartz Value Survey 
(SVS, Schwartz, 1992) and the Portrait Values Questionnaire (PVQ, Schwartz, 2006) (see Appendix 3) 
and conducted extensive international studies (Schwartz, 1992). Following the comprehensive and 
widespread validation of his values theory, it was included in the European Social Survey 
(www.europeansocialsurvey.org) which aimed to monitor changing values and attitudes across 
Europe (Jowell et al., 2007). Interestingly, there is no mention of emotions or emotionality or how 
learning from emotions and experience can inform human behaviour. In addition, Knoppen and Saris 
(2009) question the ability of the Schwartz tools to discriminate between different values; their 
criticisms remain unconfirmed. Therefore, while acknowledging this potential critique the 
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widespread acceptance of Schwartz value theory over the past two decades is the justification for its 
inclusion in this work. 
Box 4: Schwartz’s Taxonomy 
Schwartz Values (1992) 
‘Self-direction’ meaning independence of thought, creativity and exploration 
‘Stimulation’ meaning responding to challenges in life 
‘Hedonism’ or the pursuit of pleasure and self-enjoyment 
‘Power’ or social status and control 
‘Achievement’ or personal success through demonstrating competence according to social 
standards 
‘Security’ referring to safety and harmony in society, within relationships and the self 
‘Conformity’ or restraint of actions and inclinations likely to upset or harm others, or violate social 
expectations and norms 
‘Tradition’ demonstrating respect, commitment and acceptance of customs dictated by culture or 
religion 
‘Benevolence’ or preserving and enhancing the welfare of others with whom one comes in personal 
contact  
‘Universalism’ representing an appreciation, tolerance and protection for the welfare of all people 
 
Intrinsic to Schwartz’s taxonomy are many of the NHS Constitution values for example: 
‘compassion’, ‘everyone counts, ‘commitment to quality of care’ and ‘working together’ relate to the 
‘tradition’, ‘benevolence’ and ‘universalism’ values. Also embedded within Schwartz’s  ‘tradition’, 
‘benevolence’ and ‘universalism’ values are some of the ‘attributes’ and values featured in the NMC 
(2009, 2010) and ICM (2011) documentation including ‘respect for difference and diversity’, fairness 
and ‘caring’. However, there is no explicit mention of ‘emotions’ or ‘emotionality’ in relationships in 
either the NMC (2009, 2010), ICM (2011) attributes, Schwartz’s taxonomy or the NHS Constitution 
values (DH, 2012). This raises important questions about the personal qualities considered desirable 
in a student midwife. If this profile were restricted to ‘values’ or attributes as defined by Schwartz 
(2012), the NMC (2009) and  ICM (2011) then the emotional dimension to the caring relationship, so 
valued by women (Kirkham, 2010), may   be lost.  
To take this discussion forward it is pertinent to clarify key terms: an attribute is ‘a quality or 
characteristic that someone has’. It is considered ‘a feature regarded as a characteristic or inherent 
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part of someone’ (Oxford English Dictionary, 2014). This is conceptually distinct from a ‘trait’ which 
is ‘a distinguishing quality or characteristic’ (Oxford English Dictionary, 2014).  
The terms traits, attributes and personality are used interchangeably in the literature and the 
relationship between them is complex. Working definitions of traits and attributes have been 
established. A substantive amount of academic writing has been devoted to exploring ‘personality’ 
or, more specifically, ‘personality traits’. In the 1980s the Five-Factor or the Big 5 Personality Factor 
model was developed which is considered to be the most widely accepted representation of human 
trait structure today (McCrae and Costa, 1987). The five factors including examples of associated 
traits are: conscientiousness (responsible, organised, efficient), emotional stability (self-confident, 
resilient, well-adjusted), extroversion (talkative, ambitious, assertive), agreeableness (friendly, loyal, 
co-operative) and openness to experience (curious, imaginative, open minded). Mount and Barrick 
(1995) suggest that these five personality constructs are sufficient to describe the basic dimensions 
of normal personality and it can be seen that ‘emotions’ feature but care and compassion do not. I 
searched the literature using the databases listed in section 2.1 and could find no published research 
which specifically explored associations between the Big 5 personality factors in health care 
professionals and their performance in clinical practice. This suggests an important area for future 
research. Roccas et al., (2002) however, explored the relationship between the Big 5 and the value 
taxonomy espoused by Schwartz (2012). She concluded that values and traits are conceptually 
distinct; the influence of values on how an individual may act is more cognitively controlled than is 
the impact of personality traits over which an individual may have less cognitive control. It is implied 
that the ‘emotionality’ factor in the Big 5 did not feature in Schwartz’s taxonomy (2012). This is an 
important observation because, if values, traits and attributes are considered to be distinct 
constructs, they may all potentially contribute to what constitutes a desirable personal profile of a 
student midwife but together they may not still encompass ‘emotion’ factors. It is therefore 
suggested that selection for ‘values’ (DH, 2013) is potentially self-limiting. This position is discussed 
in greater depth in section 7.3.2.  
What constitutes the ‘good character’ stipulated by the NMC (2009) is difficult to define. It is only 
implicit in the desirable personal attributes and values. Interestingly it is explicit in ‘virtue ethics’ 
theory which emphasises the role of ‘character’ or the virtues that one’s character embodies in 
determining behaviour. ‘Ethics’ has its roots in the Greek term ‘ethos’ which means habit. Aristotle 
believed that virtues are ‘dispositions’ which may be developed by ‘habit’ (Barnes, 2000). Aristotle 
suggested that dispositions such as courage, generosity, fair-mindedness are virtues which are 
characterised as good judgement and practical wisdom. ‘Care’ or ‘caring’ is not cited by Aristotle as a 
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virtue but Barnes (2000) suggests it could be implicit in his virtue of ‘courage’. Aristotle also 
emphasised the importance of aspiring to be ‘good’ and to live the life of a good and virtuous person 
(Banks and Gallagher, 2009). More recently writers have reconsidered virtue ethics in contemporary 
considerations of what makes for ‘caring practice’. Notable is MacIntyre in his book After Virtue 
(2012). MacIntyre (2012) broadly conceptualises ‘practice’ as human activity which has its own goals 
and inherent virtues. He talks about ‘internal and external goods’ which enable the achievement of 
‘practices’. ‘External goods’ refer to an individual’s property or possessions and are less relevant to 
this discussion. ‘Internal goods’ are characteristics which enable achievement. He states that a virtue 
is a human quality that enables the achievement of ‘internal goods’ relevant to practice including 
justice, courage and honesty. These important considerations contribute to our understanding of 
how ‘good character’ can be conceptualised in terms of ‘virtues’. Despite the association with 
‘character’, which is featured in the NMC documentation (2009, 2010), the terms ‘virtue’ or ‘virtue 
ethics’ are not specifically mentioned in either the NMC (2009, 2010), ICM (2011) documentation or 
the NHS values (DH, 2012) and are therefore not taken forward in this discussion.  
There is no mention of the term ‘personality’ in the NMC (2009), ICM (2011) documentation or the 
NHS Constitution values (D0H, 2012) and features of the Big 5 factors are implicit but not explicit.  
Therefore, I have taken forward my emerging profile for the desirable qualities of a student midwife 
using the terms ‘values’, ‘attributes’ and ‘traits’ plus an ‘emotional dimension’ which together 
comprise the “good character” espoused by the NMC (2009). Before a definitive list of desirable 
qualities could be developed further, it was necessary to explore different stake holder perspectives. 
2.3. What are the desirable personal qualities of a student midwife? 
Student midwives require the necessary skills and qualities to enable them to navigate the complex 
journey to professional competence from theoretical and practice perspectives. In section 1.0 I 
suggested that the relationship a midwife builds with a woman is fundamental to their caring 
practice (Kirkham, 2009). The ICM (2011) endorses this view, stating that the midwife is a 
“responsible and accountable professional who works in partnership with women” (ICM, 2011, p. 2). 
Working in partnership involves the ability to communicate in a mutually reciprocal and beneficial 
way. Effective communication is not just about the spoken or written word (Gaudian and Homeyard, 
2010), it requires emotional sensitivity and emotional engagement (Deery, 2009); knowing when to 
speak, when to be quiet, as well as empathy and intuition. Midwives communicate with women non-
verbally and verbally in the form of conversation. The German philosopher Hans-Georg Gadamer 
(1989) described conversation as ‘the process of two people understanding each other whereby 
knowledge arises out of that interaction’. Gadamer (2006, p. 301) believed that “horizons of 
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understanding” or knowledge is not a fixed commodity but is something that arises out of the 
interaction between two people. This conceptualisation of knowledge acquisition can be applied to 
midwifery. Midwives should be open to what women are expressing, seeking to understand, accept 
and empathise with a woman’s point of view from both factual and emotional perspectives. 
Gaudian and Homeyard (2010) assert that a pre-requisite for providing care in partnership with a 
woman is to avoid stereotyping and to listen, in order to gain understanding of her individual needs. 
As a unique person, a woman will relate to a midwife in her own way but the midwife’s ‘cluefulness’ 
or ability to listen openly, to inform, suggest, act, be still and know when to withdraw will enhance 
the relationship between mother and midwife emotionally and psychologically (Leap, 2010). 
Midwives are ‘with women’ at arguably some of the most vulnerable times in their lives (Raynor and 
England 2010). During these challenging and intimate events, high levels of emotional expression are 
common (Hunter, 2010). Within the evolving relationship, the requirement for midwives to establish 
a level of understanding and to be ‘emotionally’ sensitive to women’s needs is paramount (Hunter 
and Deery 2009).  
The next two sections explore different stakeholder perspectives of a ‘good’ midwife beginning with 
midwives’ views. 
2.4 Midwives’ views of a ‘good midwife’  
There is limited primary research exploring midwives’ views of a ‘good’ midwife. Bryom (2008) 
conducted a phenomenological study exploring ten midwives’ accounts of the characteristics of 
‘good’ leadership and a ‘good’ midwife. Analysis revealed two dominant themes: skilled competence 
relating to knowledge and skills personality characteristics cited as ‘emotional intelligence’ (see 
section 2.6). These findings reflect others (Hunter, 2004, Nicholls and Webb, 2006). Nicky Leap 
explored the midwife-mother relationship focusing on the innate skill of ‘being with women’. Her 
conceptualisation of the role of the midwife from a psychological perspective is about ‘enabling 
women’: 
“our expertise as midwives rests on our ability to watch, to listen and to respond to any given 
situation with all of our senses” ... the less we do the more we give ...” (Leap, 2010, p.22).  
Tensions could manifest between this philosophy and the medicalised culture of maternity care 
embedded in today’s NHS. Midwives themselves may face a dissonance between their personal 
aspirations and the constraints of day-to-day practice rendering them disillusioned and stressed 
(Dykes, 2009).  
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A structured literature review of published research over 30 years conducted by Borelli (2013) was 
designed to report on what is considered to be a ‘good midwife’. She concluded that a ‘good 
midwife’ relates to the complementary combination of theoretical knowledge, clinical and 
professional competencies, communication skills, personal qualities and moral and ethical attitude. 
However, she cautions against assuming clarity and congruence between the views of women and 
those of midwives. Midwives’ perception of themselves as ‘good’ professional could be affected by 
the potential tensions they might experience between their personal ideology and the institutional 
constraints within which they work (Hochschild, 1983, Dykes, 2009). These findings build on those of 
Nicholls and Webb (2006) who carried out an integrated review of methodologically diverse 
research to answer their question ‘what makes a good midwife’? Their premise was that, while the 
NMC (2010) defines what constitutes ‘competence’, some midwives possess enhanced skills and 
attributes elevating their performance from ‘competent’ to ‘good’.  Research from a range of 
perspectives including midwives’ and mothers’ views was evaluated systematically. The most 
commonly cited theme that made midwives ‘good’ was their ‘attributes’. Having good 
communication skills made the greatest contribution while being compassionate, kind and 
supportive, knowledgeable and skilful were other major factors. Nicholls and Webb (2006) 
concluded by stating that pre-registration midwifery educators may need to consider these 
attributes when selecting students for entry on to their education programmes. Waugh et al., (2014) 
provided evidence to support a values-based personal specification for recruitment of 
compassionate midwifery candidates. Registered and student midwives’ views of desirable 
attributes and key skills were elucidated in this online survey. Findings included seven top ranked 
attributes: honesty and trustworthiness, communication skills, being a good listener, patience and 
tactfulness, sensitivity and compassion, the ability to seek and act on guidance and being a good 
team worker. These findings corroborate Carolan (2010, 2013) who also explored student midwives’ 
views of a ‘good midwife’ in qualitative study in Australia. Of note, is the interchangeable use of the 
terms ‘values and attributes’ making the findings hard to interpret accurately. 
Most recently Bray et al.’s (2014) findings complement the growing evidence base where: acting 
with warmth and empathy; providing individualised patient care and acting in a way that you would 
like others to act towards you were considered by health care professionals and students alike to be 
the most important features of care provision. Bray et al.’s (2014) findings are interesting to note in 
a multicultural society where people’s perceptions of how they might prefer to be treated could be 
culturally influenced. However, in her literature review, Borelli (2014) came to similar conclusions 
adding, to the personal qualities, communication skills and moral and ethical values.  
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2.5 Women‘s views of a ‘good’ midwife 
The significance that women place on the midwife-mother relationship cannot be understated.  
Women rate midwives’ ‘presence’ more highly than ‘actions’ (Pembrooke, et al., 2008); the ‘being 
there’ is more important than what is said and done (Dahlen et al., 2010, Sjoblom et al., 2014).  
The Association for Improvements in Maternity Services (AIMS, online 2012), citing McCourt and 
Stevens (2009), presented the ‘top ten’ skills women would like from their midwife: to listen, be an 
advocate for women, understand informed decision making, respect women, value professional 
skills in normal birth, be a courageous professional, a collaborative worker, use positive language, 
know when to be silent while engaged and to be human(e). Endorsing this, Beake et al., (2010) 
concluded that staff interaction had a direct impact on how women perceived their care. The views 
of 20 women were explored through in-depth interviews, generating a micro-level perspective. 
Transferability of the findings are limited by the sample size in addition to the differing interventions 
that these women received, for example, the majority underwent caesarean sections with a minority 
having normal vaginal births. Most women were primiparous and over 30 years of age hence their 
needs and expectations may have varied significantly from a younger, multiparous population. The 
most recent national Surveys of Women’s experiences of Maternity Care conducted in England (Care 
Quality Commission, 2013) and Scotland (The Scottish Government, 2014) revealed that women rate 
‘good communication’ highly at all stages of their care. 
Sjoblom et al., (2014) evaluated the views of 939 women in relation to positive aspects of midwifery 
care provided in homebirth settings. Content analysis revealed that women valued the midwife’s 
‘safe hand’ where the midwife’s overview of the birth process and grasp of the situation made 
women feel safe; ‘having control over the course’ or the midwife having a watchful eye by checking 
the wellbeing of the mother and baby; ‘the midwife having a sense of when and how action is 
needed’; the ‘midwife’s caring approach’; ‘the midwife providing support and encouragement’, 
‘guidance’ and ‘showing respect by staying in the background’. These features are congruent with 
others who have demonstrated that women appreciate midwives who are honest, respectful, 
prepared to listen, who are sensitive to their needs, who treat them as individuals (Green, 1990 et 
al., Walsh, 1999, Fraser, 1999, Fenwick, 2005) and who possess good communication skills (Nicholls 
et al., 2011). The absence of these features renders the woman insecure, lacking in trust and less 
satisfied with her birth experience (Berg et al., 1996, Beake et al., 2010). The relationship built 
between women and midwives is also strengthened by reciprocity or a mutual sharing. Where there 
is reciprocity, evidence indicates that the relationship will be meaningful and satisfying to both 
mother and midwife (Hunter, 2006, McCourt and Stevens, 2009,). Women suggest that they value a 
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midwife who is able to engage with them at different levels offering “caring encounters” rather than 
“being absently present” (Kirkham, 1010, p. 38). The importance of an emotional dimension to care 
provision was highlighted by Tumblin and Simkin (2001) in their qualitative study exploring the 
expectations of a sample of primigravida women during labour. Fifty - seven women were asked 
what they expected from their nurse during labour and birth. One hundred and seventy four items 
were listed with 29% of the task priorities related to emotional and informational support.  
Summary 
Women appear to value safe, competent care enhanced through effective communication and an 
emotional dimension.  Congruence is evident between research exploring women’s views of what 
they perceive as being a ‘good’ midwife, and the values and attributes intrinsic to the NMC (2009, 
2010) and ICM (2010) documentation as well as the NHS Constitution apart from specific reference 
to this emotional dimension. 
In section 2.3 I considered the features implicitly present in the relationship midwives foster with 
women, namely a midwife’s ability to be emotionally engaged and emotionally sensitive with 
women. Emotional engagement and emotional sensitivity are central to meeting women’s needs 
but, in addition, midwives’ self-awareness and the ability to recognise and regulate their responses 
are essential to avoid burn out (Hochschild, 1983, Deery and Kirkham 2007).  The next section 
explores this ‘emotionality’ beginning with emotions themselves.  
2.6 Emotions, Emotionality and Emotional intelligence 
Emotions mark meaningful moments in peoples’ lives. They are complex and involve the entire body, 
mind, action and thought. Having a baby is a physical experience coupled with a potent mix of 
emotions, hormones, and psychological and spiritual elements. Many emotions associated with 
childbearing, including love, joy, anger, fear, happiness, guilt, sadness, hope can be inhibitive or 
transformative.  
Questions have been raised over whether emotions can be conceptualised or quantified in a 
scientific way (Cornelius, 1996). This is important in relation to this study which involves the 
assessment of personal qualities in which ‘emotionality’ is embedded. Frijda (1988) believes that 
emotions exhibit ‘empirical regularities’ and it is possible to show that they display recurring 
features which are caused by sets of circumstances that can be precisely described. Hochschild 
(1983), Hunter and Deery (2009), citing Goffman (1969) and more recently Kirkham (2010) question 
the authenticity of emotional responses in professional relationships. They allude to the influence of 
32 
 
social norms on emotional display, by suggesting that emotional responses can be a form of acting. 
Deery (2009) refers to this as ‘switching and swapping faces’ depending on the women or situation.  
Evidence suggests that women value the relationship with their midwife itself which is intrinsic to an 
expression of advice and support (Wilkins, 2010); not someone who is a ‘caring robot’ (Deery and 
Hunter, 2010). The following critical appraisal of the literature is designed to explore the nuances of 
this relationship from an ‘emotions’ perspective beginning with where current considerations of the 
essence of the relationship that develops between a mother and a midwife are positioned in 
established theory. Noteworthy is the recognition that this seminal writing has its origins in nursing 
not midwifery care. As the following section explains, I propose that the theories can be 
extrapolated to midwifery care provision. 
Peplau’s (1952) first considerations of the dynamic nature of the nurse-patient relationship and how 
it changes over time and with experience is widely referred to as psychodynamic theory. The aim of 
psychodynamic care is for the nurse to understand their own behaviour, to help others identify felt 
difficulties and to apply principles of human relations to problem solving (Peplau, 1989). Peplau 
explains that nursing is ‘interpersonal’ as it involves the interaction between two or more individuals 
who strive for a common good i.e. the shared experience between a nurse and her patient as 
opposed to the patient passively receiving treatment. Kirkham (2010) brings a contemporary  
midwifery - specific perspective, stating that the midwife-mother relationship is the foundation of 
maternity services. For many women that relationship is the service and from it can spring self-care 
and confidence.  Peplau (1989) also refers to ‘professional closeness’ which requires the nurse to 
focus exclusively on the needs of the patient; the nurse should be aware of her own needs but her 
focus is to act in order to foster a therapeutic change in the patient. This ‘therapeutic use of the self’ 
where the nurse consciously makes use of her own personality and knowledge in order to effect 
change in the patient (Freshwater, 2002) underpins psychodynamic nursing philosophy. It remains 
an important underpinning approach to care provision in contemporary healthcare services 
including midwifery. Of specific relevance to this discussion are the emotions, ‘emotionality’ or the 
emotional implications of engaging in and sustaining such relationships and the associated personal 
qualities. 
The ‘emotionality’ implicit in the relationship between a woman and her midwife is difficult to 
define. Phrases like ‘emotion work’ and ‘emotional labour’ (Hochschild, 1983), ‘emotional 
engagement’ (Deery, 2009) and ‘emotional intelligence’ (Goleman, 1996, Patterson, 2011) refer to 
different aspects of this ‘emotionality’ and they can be used interchangeably in the literature. This 
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semantic confusion adds to the complexity of making empirical judgements about whether an 
individual possesses the personal qualities that align with being able to engage in this ‘emotionality’. 
‘Emotional labour’ was first conceptualised by Hochschild (1983) as she observed flight attendants 
being told to “smile like you really mean it” (Hochschild, 2012, p. ix). The potential conflict between 
their outer portrayal of feeling and their inner feelings of possible anxiety, fear or resentment 
requires “the induction or suppression of feeling in order to sustain an outward appearance that 
produces in others a sense of being cared for in a convivial, safe place” (Hochschild,1983, p.7). The 
term ‘emotional labour’ distinguishes between the emotional and the physical labour that occurs in 
the work place. Smith (2001) further clarifies the construct, stating that emotional labour requires an 
individualised, trained response that assists in the management of patient’s emotions within 
healthcare settings.  She goes on to say that emotional labour “intervenes to shape our actions when 
there is a gap between what we actually feel and what we think we should feel” (Smith, 2012, p.12). 
In a nursing context, McQueen (2004) suggests that when nurses do not feel as they think they 
ought to feel in a specific situation, they engage in emotional labour to control and manage their 
response in a way that they perceive to be acceptable for a given situation.  
According to Hochschild (1983) emotional labour is characterised by three features: in face to face 
situations or voice contact with the public where the person ‘doing the work’ is required to evoke an 
emotional state in the recipient; and where the employer is allowed to regulate some control  over 
the emotional activities of its workers through training and supervision. She also distinguished 
between ‘emotional labour’ and ‘emotion work’ suggesting that: ‘emotional labour’ is paid work 
performed in the public domain and is regulated by workplace rules, management and monetary 
remuneration (“sold for a wage”, Hochschild, 2012, pp. 7); ‘emotion work’ takes place privately at 
home. More recently, Hunter and Deery (2009) allude to the personal and individuality of ‘emotional 
labour’ and ‘emotion work’ suggesting that they might be experienced differently by different 
people and also depend on professional grouping. In midwifery, Hunter (2009) uses the term 
‘emotion work’ to encompass both Hochschild’s ‘emotional labour’ and ‘emotion work’. This is in 
acknowledgement of the work midwives undertake within people’s homes as well as in public 
institutions. In addition, Hunter (2009) refers to another dimension in her conceptualisation of 
‘emotion work’: the commitment of midwives to extend their duties over and above their contracted 
hours through the presence of other factors, for example, motivation. These conceptual 
complexities challenge Hochschild’s (1983) original definition and result in a lack of consensus about 
what ‘emotional labour’ is.  
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Theories of ‘emotional labour’ in relation to the emotion work required to display appropriate 
responses at work are particularly important in midwifery.  The birth of a child is a life-changing 
event; it can be a time of unimaginable happiness or unimaginable loss.  Women report valuing a 
‘connectivity’ with their midwife (Olafsdottir, 2009); midwives expertise involves a ‘cluefulness’ 
(Leap 2010) in order to respond to women’s overt and covert needs appropriately. Theories of 
‘emotional labour’ have thus been broadened to include the ‘use of the self’ in a therapeutic 
relationship (Peplau, 1989, Freshwater, 2002), meaning the ‘caring work’ that elicits emotion in 
addition to the effort needed to manage emotion (Hunter and Deery, 2009). Hunter and Deery 
(2009) also  suggest that a mother depends upon her midwife being emotionally attuned to her 
needs. This is supported by Theodosius’s (2006) work in nursing care where she proposes that 
emotional relationships connect individuals to each other. Mears (1996) asserts that most human 
relating is superficial and that when it does take place at any great depth, individuals attach great 
value and significance to it.  
I have stated that women value a ‘connectedness’ with their midwife (Olafsdottir, 2009); according 
to Hochschild (1983) this is achieved though ‘deep acting’ where emotional responses are shaped by 
exhorting a feeling or using a trained imagination. This, in addition to Peplau’s (1989) ‘professional 
closeness’, questions the ‘authenticity’ of the relationship. Hunter (2009) describes ‘affective 
neutrality’ and ‘affective awareness’ in midwifery as approaches to managing emotions: ‘affective 
neutrality being the acceptance and suppression of emotion so that work can continue; and 
‘affective awareness’ as emotional responsiveness and expression where not only are emotions 
allowed to be displayed but they are considered to be therapeutic. Hunter (2009) concludes by 
suggesting that midwives work within a continuum of approaches to emotion management where, 
while an ‘affective awareness’ approach might be considered ideal, it is potentially unsustainable. 
She cites a phrase used by midwives in relation to emotion management: the need to ‘get the 
balance right’ to avoid stress and burnout. She also questions how this can be achieved and what 
personal features facilitate this emotion management. In contrast Deery (2009) writes about the 
positivity associated with emotional engagement with women where midwives can use the 
challenge of emotion work to improve their practice. This enhanced satisfaction conferred 
emotional rewards which would not have been enjoyed by withdrawing emotionally from situations. 
It is important to recognise that theorists have been engaged in attempting to identify and define 
the essence of the therapeutic relationship between midwives and women (and patients and nurses) 
for decades. These considerations have important implications in relation to the selection of 
candidates for midwifery education programmes. It is vital to unpick what ‘it’ is that women and 
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midwives value in their relationship so that the personal qualities associated with potential to meet 
these demands can be identified in applicants. It is clear that working with emotions in a caring 
relationships is not easily achieved (Allan, 2009); emotions are complex and terminologies classifying 
emotional labour and emotion work are blurred. In this semantic confusion another phrase 
‘emotional intelligence’ (EI) is featured in the literature. EI is relevant to this discussion because, as a 
construct, it is about the personal qualities associated with emotions and ‘the self’ in relationships. 
Like ‘emotional labour’, there are a number of definitions of EI resulting in a lack of theoretical 
congruity. However, it is pertinent as aspects of EI theory encapsulate the personal qualities which 
might be considered to be important for an individual to be able to offer a sustainable emotional 
dimension to caring relationships.                                                                                                                                                                                                                                                                                                                                                            
The term ‘emotional intelligence’ was first documented in the 1920s by Edward Thorndike. 
Thorndike commented that an over-emphasis on academic intelligence using intelligence quotient 
(IQ) tests potentially under-valued ‘social intelligence’. Gardner (1993) explained ‘social intelligence’ 
as two types of personal intelligence: interpersonal and intra personal. Intrapersonal intelligence is 
the ability to form an accurate picture of oneself and to use this to function successfully in life. This 
is important in clinical practice where carers who are self-reflective and aware of their own values 
and prejudices can empathise and try to understand patients’ perspectives. Interpersonal 
intelligence is the ability to understand other people and to work co-operatively with them. In the 
working environment, Goleman (1996) suggests that those with good interpersonal intelligence can 
form relationships easily, read other people’s feelings and responses accurately, lead and organise.  
Intrapersonal intelligence is the ability to be self-aware, to recognise feelings in the self and how 
these impact on social behaviour. In clinical practice this is important in order to be able to 
empathise with patients, try to understand their position and engage in therapeutic relationships 
(McQueen, 2004). Freshman and Rubino (2002, p. 1) used this conceptualisation of ‘social 
intelligence’, including interpersonal and intrapersonal skills, to define EI as: “a proficiency in 
interpersonal and intrapersonal skills in the areas of self-awareness, self-regulation, self-motivation, 
social awareness and social skills”. Importantly, McQueen (2004) links EI with emotional labour 
stating that, while they are different concepts, emotional labour utilises interpersonal and 
intrapersonal intelligences. 
EI theories are widely contested in the literature. It is this lack of consensus about what the term 
means which has provoked conjecture. Cherniss et al., (2006) do not consider this to be a reason to 
discredit EI theories suggesting that at the early stages of theoretical development the generation of 
different versions of theory is not indicative of weakness but a sign of validity. Waterhouse (2006) 
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counters this argument suggesting that the differing EI definitions demonstrates that it is poorly 
understood and therefore generalisations across studies are not possible. The following section 
illustrates this controversy by exploring different definitions of EI. 
Patterson (2011) conceptualises EI as ‘the capacity to recognise our own feelings and those of 
others; to manage emotions effectively in ourselves and in our relationships; motivation; creativity; 
the ability to perform at an optimal level at work and persist in the face of adversity’. Akerjordet and 
Severinsson (2007) suggest EI attempts to define an ability to combine emotions with intelligence 
and use emotions in a constructive problem solving and decision making way. Akerjordet and 
Severinsson (2004) assert that EI implies important personal and interpersonal skills in the use of the 
‘self’; being aware of what one is feeling and being able to act and respond appropriately. This 
conceptualisation is pertinent to the midwife mother relationship. Jordan & Troth (2002) suggest 
that emotional awareness and emotional management are key components of emotional 
intelligence. Lopes et al., (2006) describes an association between emotional intelligence and social 
interaction. He suggests that emotions serve communicative and social functions, conveying 
information about people’s thoughts, intentions and contributions to social encounters. Lopes et al., 
(2006) critiques the epistemological foundations of the construct of emotional intelligence by 
acknowledging that cultural differences in emotional expression will have an impact on the reliability 
and validity of any tools attempting to quantify ‘it’. 
The conceptualisation of human emotions as definable and potentially measurable phenomena is 
very recent. In the 1980s Bar-On first introduced the abbreviation Emotional Quotient (EQ) which 
referred to a range of abilities involving emotions. The seminal conception of emotional intelligence 
as a scientific theory then accelerated with further work by Bar-On (1988), Salovey and Meyer (1990) 
and Goleman (1996). 
Emotional intelligence as a theoretical construct has been described in three different ways: as an 
‘ability’ (Salovey and Mayer, 1990), as a ‘trait’ (Bar-On, 1997, Petrides et al., 2010) or a mixed model 
which combines both ability and trait (Goleman, 1996). The ‘ability’ model (Salovey and Mayer, 
1990) suggests individuals are able to monitor their own personal feelings and emotions, as well as 
those of others; and they are able to discriminate between them and use the knowledge gained to 
guide their own thinking and actions or emotional growth. As a fluid and interpretative construct, 
this model suggests that emotional intelligence can be developed. Consideration of this standpoint 
was critical to the development of my research as it emphasises the fluidity of personal development 
and how, if present, EI can be enhanced through education programmes. Williams and Stickley 
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(2010) and Cunico, et al., (2012) endorse this view suggesting that students’ emotional intelligence 
can be strengthened with appropriate training.  
The ‘trait’ model proposes that emotional intelligence is an enduring quality or behavioural 
disposition that, if present, will always exist (Bar 0n, 1997, Petrides, 2010). Individuals are born with 
characteristics that remain fairly constant throughout their lives. They react in a specific way across 
various situations rather than being flexible according to a specific situation.  Associations have been 
found between trait EI and the Big 5 personality factors (Petrides et al 2010), however Petrides  et 
al., (2010) emphasise the importance of appreciating the complexity of different facets within EI 
definitions; whether they are ‘trait’ or ‘ability’ models and their associated measurement tools.  
Goleman’s ‘mixed’ model (1996) rejects the conceptualisation of EI as either an ‘ability’ or a ‘trait’ in 
favour of a combination of both. He conceptualises EI as an array of skills and characteristics that 
drives performance. Goleman (1996) claims that emotionally intelligent people know their emotions, 
motivate themselves, recognise the emotions of others and handle emotions effectively. An 
emotionally intelligent individual may exhibit positive thinking, excellent communication skills, 
knowledge and performance, confidence, ability to put others at ease, emotional maturity, an ability 
to be at ease with the emotions of others, motivation, energy and focus, calmness and presence 
(Goleman 1996). Goleman’s model is comprised of five main elements: self-awareness, self-
regulation, social skills, empathy and motivation. He asserted that each can be developed to achieve 
outstanding performance.  
Among the differing definitions and domains of EI, Kooker et al., (2007) assert that the three primary 
models (Salovey and Mayer, 1990, Bar-On, 1997 and Goleman, 1996) share four commonalities 
albeit worded slightly differently: self-awareness, self-management, social awareness and 
social/relationship management. This is important to establish in the context of this study, where 
elucidating the desirable qualities of a student midwife is an essential pre-requisite to assessing 
them at selection.  
2.6.1 Emotional Intelligence assessment 
The varying conceptualisations of EI have also resulted in debate amongst psychologists and social 
scientists about ‘if’ and ‘how’ it can be measured. The personality features broadly associated with 
EI have been linked to career progression and the ability to perform and excel in the work place 
(Lopes et al., 2006). In a wider context, therefore, many attempts have been made to measure and 
quantify ‘it’. The different models of EI have associated measurement tools, for example, the Mayer-
Salovey-Caruso Emotional Intelligence Test (MSCEIT, Mayer et al., 2002), the Bar-On-Model of 
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Emotional-Social Intelligence (Bar-On, 1997) and the Schutte Self Report Emotional Intelligence Test 
(Schutte et al., 1998). The limitation of these tests is low criterion validity, that is, a lack of 
demonstrable correlation between tests (Furnham, 2006). In other words, if an individual has a high 
score in one test they should arguably score highly in another (Lyon et Al., 2013). Furnham (2006) 
argues that each test can measure different constructs, for example cognitive ability or personality, 
but none of which may be emotional intelligence. The ability model (Salovey and Meyer, 1990) 
refers to actual abilities which are hard to quantify; the trait model relies on self-reporting or self-
awareness which is open to subjectivity and bias. Other theorists have questioned whether 
emotional intelligence assessment attempts to ‘measure the immeasurable’ by applying empirical 
judgements to inherently subjective phenomena (Lewis, Rees, Hudson & Bleakley 2005, Yen, 2011). 
Lewis et al., (2005) acknowledges the importance of EI as a construct, specifically in medical 
education, but questions the reliability of measurement tools. Having critically evaluated and 
reflected on the literature, she argues that it cannot be measured, which brings into question the 
construct itself and its associated predictive validity in relation to clinical practice performance. 
Lewis refers to a ‘uroboric’ notion: she cites the mythical uroboros, an animal that eats itself 
beginning with its tail, so eventually disappearing by its own actions. She suggests that proponents 
of the measurement of EI face a ‘uroboric paradox’ where the construct itself is defined by its 
measures. She suggests reframing EI as ‘the sensitive, intelligent problem solving activities that 
emerge from deliberate, structured learning’. While appreciating the theoretical basis of this 
alternative view, it could be questioned whether Lewis’s conceptualisation encapsulates the 
emotional dimension to caring relationships which are important to women (Hunter, 2009).  
The lack of consistency among different theorists’ conceptualisation of EI raises important questions 
about whether reliable judgements can be made about the degree to which an individual possesses 
‘it’ or not. In relation to academic and work success, Landy (2005) suggests that EI assessments have 
little predictive value, stating that any that have been found may be due to other plausible 
alternative explanations which were not comprehensively considered in study methodology, for 
example, the influence of other personality traits or attributes.  Brody (2004) questions whether EI 
tests appraise only an individual’s ‘knowledge of emotions’ as opposed to whether an individual is 
likely to demonstrate EI in practical situations. Rankin et al., (2013) explored the relationship 
between EI and programme outcomes for student nurses in which 178 participants completed a self-
report EI questionnaire (The Assessing Emotions Scale, Schutte et al, 1998). Scores were examined in 
relation to their programme performance. Having controlled for age, academic entry level and 
gender, he found a significant relationship between EI and course progression, clinical practice 
performance and academic performance (r= 0.3; r=0.68 and r= 0.16 respectively). The highly 
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significant correlation between EI test result and clinical practice performance is the most notable 
result. Rankin (2013) concluded that recruitment and selection processes should consider assessing 
EI for entry on to nursing programmes. He does not suggest that EI testing using the Assessing 
Emotions Scale (Schutte et al, 1998) should be used as a discriminatory selection tool based on the 
fact that it is a self-report measure. Fairness could not be ensured where an applicant who answered 
truthfully may potentially be disadvantaged. Por et al., (2011) corroborated Rankin’s findings 
revealing a statistically significant association between EI, measured using the Schutte Emotional 
Intelligence Scale (Schutte, 1998), and perceived nursing competency. While interesting to note, 
respondents self-rated their nursing competence on a questionnaire. It could be argued that 
‘perceived nursing competency’ might be very different from ‘actual nursing competency’.  
Summary 
Emotional labour, emotion work, professional closeness, the ‘therapeutic use of the self’ all refer to 
dynamic features that are embedded in the caring relationship between a midwife and a mother. 
How these are described in the context of personal qualities is problematic. EI has emerged as a 
construct which attempts to give language to these personal qualities. EI theories have captured 
professional and lay people’s imagination and attention, not least because they appear to embody 
an approach to interaction with others which people can relate and aspire to. Critiques have 
questioned what EI is (Lewis et al., 2005, Waterhouse, 2006). Bulmer Smith et al., (2009) write that 
the answer to the question depends upon which theory is adopted. Noteworthy, however, are core 
commonalities which are featured in different conceptualisations of EI including: self-awareness, 
self-management, social awareness and social/relationship management (Kooker et al., 2007). 
Whatever the phrasing or definition of EI, the need for a midwife to be able to offer women care 
enhanced through ‘emotional awareness’ is clear. Framed under the phrasing EI, Hunter (2009) 
suggests that midwives need to develop their capacity to know what they are feeling, why they are 
feeling it, how others may be feeling and be able to articulate their feelings in an authentic way.  She 
considers EI to be fundamental to the unique relationship midwives foster with women based on 
shared values, trust and reciprocity.  
2.7 Conceptualising values, attributes, traits and emotionality in the context of student midwife 
selection 
Specific theoretical assumptions have been made to inform my research study concerning the 
relationship between values, attributes, traits and personality. These reflect Parks and Guay’s (2009) 
conceptualisation, see Figure 1, where ‘values’ impact on the goals an individual may choose to 
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pursue, and ‘personality’ (traits and attributes) impacts on the likelihood of the goal being reached. I 
have added emotionality/EI to represent this important dimension as both an attribute and a trait. 
 
Figure 1: Parks and Guay’s model (adapted) 
 
 
 
 
                                                                                              
                                                      
 
The provision of maternity services which meet women’s  physical, social and emotional needs will 
depend on recruiting individuals who possess the values and attributes embedded in the NMC 
(2009, 2010) and  ICM (2010) documentation and NHS Constitution (DH, 2012) as well as the more 
intrinsic personality factors characterised by ‘emotionality’. 
I have appraised different EI definitions. I do not consider the ‘trait’ and ‘ability’ models to be 
appropriate in the context of this study. The ‘trait’ model suggests that EI is an enduring quality that 
may remain constant over time. This is not consistent with the view that EI can be developed; 
midwives meet different women with diverse needs on a daily basis where arguably each caring 
situation is unique. Her/his ability to offer care that meets an individual’s requirements needs to 
develop, reflect and evolve with time and experience. The ‘ability’ model addresses the potential 
limitations associated with the ‘trait’ model as it suggests that EI can evolve with time. However, in 
terms of selection for values and attributes, it is important to be able to identify a ‘trait’ or an 
individuals’ potential which can be developed. 
Goleman’s (1996) conceptualisation of EI, centred around a combination of the ability and trait 
models, reflects Gadamer’s (2006) ‘horizons of understanding’ (see section 2.3), and complements 
the theoretical positioning of this study (see section 4.1). The five main features of Goleman’s model 
(1996): self-awareness, self-regulation, social skills, empathy and motivation are personal qualities 
that I propose can be identified within ‘emotional labour, emotion work, professional closeness, 
‘therapeutic use of the self’ theories which evidence suggests are so important in the midwife-
                                Attributes 
Personality                                        Emotionality/ EI               
Traits 
 
 
Values 
 
 
Goal 
Identification 
Goal 
Accomplishment 
Goal 
Striving 
41 
 
mother relationship. I also suggest that there are commonalities between Goleman’s five and the 
four reoccurring features identified across different models (Kooker et al., 2007). These are:  self-
awareness, self-management, social awareness and social/relationship management. Therefore, 
when I allude to ‘emotionality’ or EI in this thesis, I do so in this context, remaining mindful of the 
complexity and potential ambiguity associated with the phrasing.  
The fundamental complexities of appraising personal attributes at interview should not be under 
estimated.  It could be suggested that to assign empirical judgements to what are arguably fluid, 
subjective phenomena is attempting to assess the immeasurable.  Despite these theoretical 
challenges the reality faced by training institutions internationally is that difficult decisions have to 
be made regarding applicants’ personality and their suitability for a career in healthcare at interview 
(O’Brien et al., 2011). In a national review the NMC (2006) revealed that selection measures within 
the majority of HEIs did not explicitly assess applicant’s values or attitudes or emotional intelligence. 
Only 4% of HEIs ‘always’ assessed attitudes and 71% ‘never’; only 2% ‘always’ assessed EI and 69% 
‘never’. It is acknowledged that this review was carried out in 2006 and the definition of EI was not 
made explicit, however it raises important questions about how ‘fit for purpose’ selection strategies 
are. One of the objectives in the DH mandate (2013) to HEE is to ensure that recruitment and 
selection processes result in health care service users receiving care which aligns to the values 
embedded in the NHS Constitution (DH, 2012). The challenge in meeting this aspiration is firstly to 
be sure whether it is a theoretically sound one; I have questioned this by suggesting that selection is 
about more than assessing these values; and, secondly, to ensure that approaches that are adopted 
are grounded in a robust evidence-base.  
2.8 Summary 
In the absence of a specific list of ‘attributes’ or ‘values’ I propose that the personal features 
embedded in the NMC (2009, 2010) and the ICM (2010) documentation and the NHS Constitution 
(DH, 2012), and what are important to women and midwives are mainly similar (Taylor et al., 2013). 
What is different between national and regulatory documents and the views of women and 
midwives is a missing ‘emotional dimension’ to the caring relationship. This enhances the ability of 
the midwife to respond to women in a way that is sustainable for the midwife while meeting 
women’s needs. Assessing the presence of this ‘emotionality’ or ‘EI’ in applicants to midwifery 
education programmes is extremely complex. Having established its importance, I began to search 
published literature for a tool, if one existed, that could be used in selection processes to achieve 
this end. The multiple mini-interview (MMI) technique emerged as a possibility. 
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Chapter Three appraises the growing body of research evidence exploring the effectiveness of MMIs 
from reliability, validity and acceptability perspectives. The strengths and weaknesses of MMIs are 
then appraised in the context of alternative interview measures like the personal and group 
interview. I conclude by considering how effective the MMI could be in informing final decisions in 
student - midwife selection.  
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Chapter Three:  Multiple Mini Interviews 
3.0:  Introduction 
 
Multiple mini interviews (MMIs) are an admissions tool designed to inform final decisions in health 
care student selection, once short-listing has taken place. This chapter critically appraises published 
literature in relation to the effectiveness of MMIs. ‘Effectiveness’, in accordance with previous 
research considers reliability, validity, acceptability and feasibility perspectives (Dore et al., 2010). 
 
Section 3.1 explains the search strategy undertaken; section 3.2 introduces MMIs followed by a 
detailed critique of their effectiveness as an admissions instrument in section 3.3. Section 3.4 
presents MMIs as an alternative to other face-to-face interview techniques, such as structured 
interviews, group interviews and selection centres, where associated strengths and weaknesses of 
each technique are considered. 
 
3.1 Search strategy 
Initial searches of the literature in 2010 focused on finding evidence of the effectiveness of different 
interview techniques currently being used in pre-registration student midwife selection. Findings 
were limited as the principle interview technique was the personal interview. However, the multiple 
mini interview was revealed.  At the commencement of this research no published information was 
found to indicate that MMIs were being used in pre-registration student midwife selection in the UK. 
This search was continuously updated until December 2014. 
Inclusion criteria 
In 2010 no published research relating to the use of MMIs in midwifery student recruitment was 
identified. The following inclusion criteria applied: 
 Research focusing on the effectiveness of MMIs in caring professions including health care 
and veterinary medicine. This was because, while the attributes profile being assessed may 
have been different from a student midwife, the principles underpinning MMIs as a 
selection measure could be applied to midwifery selection.   
 All MMI research carried out in English speaking developed countries.  It was assumed that 
healthcare provision in these countries is potentially comparable to that provided in the UK.  
 All studies, with no date limiters. MMIs were conceived by Eva et al in 2004 and therefore 
all research was,. considered relevant. 
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Searches 
Search  Term 
S1 “interview technique*” 
S2 “personal interview*” 
S3 “structured interview*” 
S4 “one to one interview*” 
S5 “face to face interview*” 
S6 “group interview*” 
S7 midwi* OR “student midwi*” 
S8 “student nurse*” 
S9 “medical student*” 
String 1 S1 + S7 S1 + S8 S1 + S9 
String 2 S2 + S7 S2 + S8 S2 + S9 
String 3 S3 + S7 S3 + S8 S3 + S9 
String 4 S4 + S7 S4 + S8 S4 + S9 
String 5 S5 + S7 S5 + S8 S5 + S9 
String 6 S6 + S7 S6 + S8 S6 + S9 
 
S10 “multiple mini interview*” 
S11 “MMI” 
S12 “values-based recruitment” 
 
String 7 S7 + S10 
String 8 S8 + S10 
String 9 S9 + S10 
String 10 S7 + S11 
String 11 S8 + S11 
String 12 S9 + S11 
String 13 S7 + S12 
String 14 S8 + S12 
String 15 S9 + S12 
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Figure 2: Flow chart of the selection of papers for review  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 Number  of studies (out of total 45) 
Medical students, Post graduate 
doctors/Residency selection (USA) 
34 
Veterinary students 3 
Nursing students 2 
Midwifery 0 
Others for example: pharmacology, dental, 
paramedic, occupational health, health sciences, 
otolaryngology students) 
6 
 
Additional records identified 
through other sources n=4 
Records after duplicates removed n=104 
Articles excluded n = 59 (not related to education, 
not on MMIs, MMI models not comparable) 
Studies included in synthesis n= 45 
Records identified through database 
searches = 201 
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3.2 The Multiple Mini interview 
The multiple mini interview (MMI) is an admissions tool designed to replace the personal interview. 
Eva et al., conceived, developed and tested first models using medical school applicants to 
McMaster University, Ontario in 2004. At the commencement of this literature search in 2010, it had 
been adopted in medical and nursing training institutions internationally (Eva et al., 2004a; Roberts 
et al., 2008; McBurney and Carty, 2009). By December 2014, the time of completing the search for 
this thesis, the number of published studies had risen incrementally, see Appendix 1. These studies 
revealed a wider use of MMIs to include dental, veterinary, nursing, pharmacology, paramedic and 
occupational therapy student selection (McAndrew, 2012; Husbands and Dowell, 2013; Cameron et 
al., 2012, Tavares et al., 2013, Perkins et al., 2013, Grice, 2014).  
 
The MMI model represents an objective structured clinical examination (OSCE) style format where 
components of competence are assessed in a structured way (Harden, 1979). Candidates are asked 
to respond to questions relating to a specific scenario at a ‘station’ (see section 5.3) and then move 
on to the next station in a timed circuit. The MMI model used by different training institutions has 
evolved to complement individual programme specific needs. Eva et al.’s (2004a) first model used 
ten, eight minute stations with a two - minute break between, while others have moved to an eight 
station design with five minutes at each station (O’Brien et al., 2011). The validity and reliability 
associated with these different models is appraised in sections 3.3.1 and 3.3.2. 
 
The short, focused interactions with a number of different interviewers that characterise MMIs are 
designed to mitigate against the potential impact of examiner bias (Eva et al., 2004a). The scenarios 
are not intended to assess clinical knowledge; they focus on random subject areas designed to 
assess pre-defined personal qualities. This makes it more difficult for candidates to anticipate 
questions and benefit from any prior ‘coaching’ by preparing answers.  The scenarios are designed 
so there are no ‘correct’ answers. Respondents are required to offer a number of possible solutions 
or responses to the questions demonstrating an appreciation of the complexity of the issues. In 
clinical practice often there is no ‘right or wrong’ but an enquiring mind is needed to be able to 
respond creativity while appreciating situations from a range of perspectives. Proponents argue the 
aggregate of multiple observations generated represents a more generalizable assessment of an 
individual’s personal attributes than the personal interview (Eva et al., 2004b, Roberts et al., 2008, 
Roberts et al., 2014 ). Van der Vleuten (Wass and van der Vleuten, 2001) conducted extensive 
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research examining the reliability and validity of assessments of clinical competence in medical 
students using multi-assessment station approaches primarily including the OSCE. Endorsing the 
increased reliability and validity associated with a ‘multiple insight’ model, Van der Vleuten (2013) 
states that “no single measure can do it all”. Building on others work (Williams et al., 2003, Moonen-
van Loom et al., 2013), he suggests that eight to ten sample judgements or mini assessments offer 
enhanced assessment reliability. Van der Vleuten’s work endorses Eva et al’s (2004a) rationale for 
the ‘multiple interview’ model, where it is suggested that an eight to ten-station format confers 
greater reliability and validity compared to a single encounter with an interviewer. Van der Vleuten’s 
principles were extrapolated to the design of the MMI model used in my research (see section 
4.4.1.1) which featured an eight - station approach. 
 
MMIs aim to overcome the potential limitations associated with other face-to-face interview 
techniques. The following section critically appraises current literature evaluating the effectiveness 
of MMIs. 
 
3.3. What is the effectiveness of multiple mini interviews? 
This section is divided into three parts in order to gain an in-depth appreciation of the reliability, 
validity and acceptability of MMIs. The acceptability section comprises two sets of views: interviewer 
and applicants. The table in Appendix 1, presents published evidence in tabular format. This is 
designed to inform and complement sections 3.3.1, 3.3.2 and 3.3.3 while also illustrating the 
multiple aims of different studies, for example: Eva et al., (2004b) examined reliability, validity and 
acceptability; McBurney and Carty (2009) reported on feasibility and acceptability. 
3.3.1 Validity  
Nineteen studies are included in this review (up to December 2014). Eleven studies reported MMI 
scores in relation to other pre-admissions or admissions tests, for example the grade point average 
(GPA) or personal interview. Seven focused on the predictive validity by conducting ‘in-programme’ 
or ‘end of programme’ longitudinal follow up studies. Five studies explored concurrent validity 
(relationships between MMI score and personality factors including the Big 5 and emotional 
intelligence), see Table 1. 
Validity was reported as: content (the degree to which the questions or items in a questionnaire can 
adequately study or measure the phenomenon being researched); face (not what the test actually 
measures but what it superficially appears to measure); construct (the extent to which the 
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questionnaire or scale reflects the construct being assessed or measured) or predictive (data 
available in the future that will confirm whether or not data from the present questionnaire is valid) 
(Parahoo, 2014).  
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Table 1: Summary of studies reporting on the validity of MMIs 
Author Date Criteria Correlations between MMI score and pre-
admissions tests/programme performance Personality factors 
Jerant et al  2012 Big 5 Extraversion 0.35 (p<0.01), other factors NS 
Kulasegaram et al 2010 Big 5 NS for 5 factors 
Yen et al 2010 Bar-On EQi NS 
Griffin and Wilson  2012 Big 5 Extraversion: 0.19 (p<0.002), Conscientiousness  
0.20 (p<0.002) 
Other factors NS 
Oliver et al 2014 Big 5 Extraversion r=0.22 , other factors NS 
  Pre-admissions test and MMI  
Eva et al 2004a GPA r= - 0.23  (p=0.01) 
Hecker et al 2009 GPA r=0.12 (p=0.22) 
Kulasegaram et al 2010 GPA r=0.06 (NS) 
Cameron et al 2012 GPA r= - 0.03 
  Admissions tests and MMI  
Eva et al 2004b Personal interview r= 0.06 
Roberts et al 2008 GAMSAT Reasoning section: 0.26, other sections: NS 
Dore et al  2009 MCAT r = 0.26 (p=NS) 
Kulasegaram et al 2010 MCAT r = 0.10 (NS) 
O’Brien et al 2011 GAMSAT ß = 0.04 (p=0.14) 
O’Brien et al 2011 UKCAT ß= 0.000 (p = 0.28) 
Griffin and Wilson 2012 UMAT r = 0.01 (p=NS) 
Cameron and MacKeigan 2012 PCAT r = 0.04 (p = NS) 
Tavares and Mausz 2013 Simulation  based assessment r = 0.31 (p=0.07) 
Roberts et al 2014 SJT (written) r = 0.35 (p=0.05) 
  In-programme performance  
Eva et al 2004b OSCE r = 0.44 (p<0.01) 
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Husbands and Dowell 2013 OSCE Year 1 (semester 1), (semester 2) 
OSCE Year 2 (semester 1), (semester 2) 
r = 0.19 (p = 0.02), r = 0.34 (p=0.01) 
r= -.0.05 (p=0.55), r = 0.35 (p=0.01) 
  Association between MMI and end of programme performance  
Reiter et al 2007 MCCQE 1 (total score) r = 0.39 (p<0.01) 
Hofmeister et al 2008 MCCQE 11 r = 0.33 (p<0.01) 
Hofmeister et al 2008 OSCE r = 0.15 (p<0.01) 
Eva et al 2009 MCCQE 11 (medical students) 
MCCQE 11 (residency students) 
r = 0.19 (NS) 
r= 0.43 (p<0.05) 
Eva et al 2012 MCCQE 1 (total score) ß = 0.12 (p<0.001) 
MCCQE 11 (total score) ß = 0.21 (p<0.001) 
 
r Correlation NS Non-significant 
ß Regression  
GAMSAT Graduate Australian Medical School Admissions Test  
 
 
 
See Glossary of Terms 
GPA Grade Point Average 
MCAT Medical College Admissions Test 
MCCQE 1 (total) Medical College of Canada Evaluating Examination Year 1 (Total score)  
MCCQE 11 (Total) Medical College of Canada Evaluating Examination Year 2 (Total score) 
UKCAT UK Clinical Aptitude Test 
UMAT Undergraduate Medicine and Health Sciences Admissions Test 
PCAT Pharmacy College Admissions Test 
Bar-0n EQ Emotional Intelligence Test 
OSCE Objective Structured Clinical Examination 
SJT Situational Judgement Test 
GAMSAT Graduate Australian Medical School Admissions Test 
51 
 
Replicating Eva et al’s., early work (2004a), researchers maximising content validity through a 
process of, what was referred to as, ‘blue printing’ (Roberts et al., 2008, Dowell et al., 2012). This 
involved the development of a desirable attributes profile, followed by checking that it reflected 
individual programme philosophies and/or external regulatory body requirements. This is evidenced 
in O’Brien et al’s., study (2011) where chosen attributes were aligned with those embedded in the 
General Medical Council (GMC) “Tomorrows Doctors” (2009). Face validity was ensured through the 
circulation of desirable personal profiles to academic staff within HEIs, to obtain an opinion-based 
assessment of whether it represented the intended profile. 
To ensure construct validity researchers used validated scenarios from Eva et al’s., work (2004a) 
when these fitted their attributes profile (Reiter et al., 2007, Dore et al., 2010, Tavares and Mausz, 
2013). Some modified the scenarios to represent what it was they were trying to assess (Oliver et 
al.,2014) and others developed new ones informed by previous work (Eva et al., 2004a), to 
specifically met their requirements (Hecker et al., 2009, O’Brien et al., 2011). Dowell et al., (2012) 
detail a systematic transition from traditional one-to-one interviews to MMIs including information 
regarding how their scenarios and scoring rubrics were developed. Piloting and refining draft tools 
was a key part to ensuring the robustness of this process. 
Researchers have been interested in associations between applicants’ MMI scores at interview and 
other pre-admissions measures, for example, the Grade Point Average (GPA). This is used 
predominantly in the United States of America (USA) as a measure of academic success. Salvatori 
(2001) suggested that GPA was the best predictor for academic performance in medical school. He 
also acknowledged that other personal attributes, which the GPA might not assess, are important to 
becoming a doctor. Table 1 provides examples of correlations found between MMIs and GPA scores 
in Canada and the USA. 
The low correlations between MMI scores and pre-admissions tests like the GPA show that MMIs 
potentially measure something different. Defining what MMIs measure has been explored but 
findings are inconsistent: Kulasegaram et al., (2010) and Griffin and Wilson (2012) both examined 
associations between MMI score and the Big 5 personality factors in applicants to different medical 
schools; Kulasegaram et al., (2010) reported no association with any of the five factors whereas 
Griffin and Wilson (2012) reported low but significant correlations with the ‘extroversion’, 
‘conscientiousness’ and agreeableness’ factors. Among 444 participants, Jerant et al., (2012) and 
Oliver et al., (2014) also found only ‘extroversion’ was associated with MMI performance. Jerant et 
al., (2012) concluded with a cautionary message, stating that: adopting MMIs at selection may 
impact on the personality of those selected but the ‘extroversion’ feature may not be the only or 
52 
 
most desirable trait in student doctors. It is interesting to question why there appeared to be greater 
association between the ‘extraversion’ factor and MMI score. In MMIs, applicants engage on a one-
to-one basis with their interviewer at each station. This is different from a panel or group interview 
where either more assessors or more applicants are present. Therefore, rather than favouring more 
extrovert characters, it could be suggested that the more intimate, 1:1 MMI encounters encourage 
those who are less confident where they may have been potentially intimidated in other interview 
formats. It would appear that further research is required. 
Yen et al., (2011) explored associations between Health Science applicant’s MMI score and their test 
scores for emotional intelligence using the Bar-On EQ score (Bar-On, 1997). No significant 
correlations were found. Findings should be considered in the context of current debates about the 
validity of emotional intelligence tests such as the Bar-on EQ (Furnham, 2006). 
Associations between MMI score at interview and other admissions tests, for example, the UKCAT 
(UK Clinical Aptitude Test) and the GAMSAT (Graduate Medical School Admissions Test) have been 
explored (see Glossary of terms). Findings remain inconclusive: Eva et al., (2004b) found MMI scores 
did not correlate with personal interview scores in contrast with O’Brien et al., (2011) who found 
only a significant correlation between GAMSAT score and personal interview, not MMI. Roberts et 
al.,(2008) reported a small positive correlation between one part of the GAMSAT score (‘reasoning in 
humanities and social sciences’). Dore et al., (2010) and Kulasegaram et al., (2010) both explored the 
(Medical College Admissions Test (MCAT) score in relation to MMI score, revealing small positive 
correlation and non-significant correlation respectively. No significant associations were found 
between MMI score and the UKCAT (O’Brien et al, 2011), the Undergraduate Medicine and Health 
Sciences Admissions Test (UMAT), (Griffin and Wilson, 2012) or the Pharmacy College Admissions 
Test (PCAT), (Cameron and MacKeigan et al., 2012). These findings suggest that MMIs measure 
something different from admissions tests and should not replace them as part of selection 
processes.  
Tavares and Mausz (2013) explored the relationship between MMI score at interview and a 
simulation-based assessment (SBA) of clinical skills in paramedic student selection. This study offers 
limited generalisabilty to other undergraduate healthcare student selection. Clinical skills (whether 
simulated or not) are not generally assessed in other health care programme admissions as 
applicants will apply with very varying degrees of prior experience so parity of opportunity cannot be 
ensured. However, it is interesting to note that Tavares and Mausz (2013) reported a correlation of 
r=0.31, demonstrating moderate validity in a paramedic practice context. Most recently, Roberts et 
al., (2014) reported moderate concurrent validity of MMIs with a written situational judgements 
53 
 
tests (SJTs) for entry to specialist medical training posts in Australia.  These findings are particularly 
interesting to note in a wider context of the UK Government’s Values based Recruitment Framework 
(HEE, 2014) which endorses the use of SJTs  see section 7.3.2. 
The predictive validity of MMIs is of great interest to researchers and academics alike;  to enhance 
the quality of students being selected (Reiter et al., 2007), as well as the potential impact it may 
have on attrition rates by selecting only those more likely to pass their programme (Urwin et al., 
2010). Researchers have explored associations between MMI scores and ‘in- programme’ measures 
such as the objective structured clinical examination (OSCE), and ‘end of programme measures’, also 
including the OSCE or qualifying exam scores, for example, Medical Council of Canada Qualifying 
Exam Part 1 and 11 (MCCQE 1 and 11), see Table 1 and Glossary of Terms. 
Eva et al., (2004b) conducted the first testing of the MMI focusing on short-term predictive validity, 
that was, the ability of the MMI and traditional interview to explain first year OSCE scores. Forty five 
candidates who were accepted on to an undergraduate medical training programme at the 
McMaster University, Canada in 2002 underwent the traditional admissions processes as well as 
completing an MMI. Students took part in an OSCE once during each year of their programme which 
aimed to provide insight into student’s non-cognitive competencies. Correlation calculations 
revealed a stronger association between the MMI and OSCE and a weaker association between the 
traditional interview and OSCE, r= .44 compared to r = .06 (p<0.05) respectively. The study is limited 
by its small sample size and a lack of longitudinal assessment of students’ performances as they 
progressed through their training. The limited longitudinal follow up was addressed by Reiter et al., 
(2007) who went on to assess the predictive validity of the MMI by following up the performance of 
42 of the medical students who had taken part in Eva et al’s., (2004a) earlier study. Students’ 
performance and their admissions MMI were compared with their programme performance using 
OSCEs and Part 1 of their final qualifying exam performance (Medical Council of Canada Qualifying 
exam, MCCQE 1). From a range of admissions techniques, including the personal interview, Reiter et 
al’s., results confirmed that only the MMI was statistically associated with OSCE performance and 
final qualifying examination performance. This study is again limited by its small sample size (n=42) 
and single cohort perspective.  
In 2009 Eva et al., reported on more extensive predictive validity testing by comparing MMI score of 
undergraduate and post graduate trainees with their final Part II qualifying exams (Medical Council 
of Canada Qualifying Exams, MCCQE). Correlations were found between total MCCQUE 11 total 
score and MMI score; r=.19 and r=.43 (p<0.05) for undergraduate and postgraduate students 
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respectively. The small cohort sample sizes are worthy of note: 34 undergraduate and 22 
postgraduate participants. It is unclear whether this may have impacted in the findings. 
In 2013, Husbands and Dowell published their findings exploring the predictive validity of MMIs in 
the largest undergraduate sample to date. In their study, the 2009 and 2010 short-listed applicants 
to the Dundee Medical School underwent a ten, seven-minute station MMI at selection. In the 2009 
and 2010 intakes, 147 and 150 students respectively, were enrolled onto the programme. At the end 
of years 1 and year 2, students were examined using a written paper and an OSCE. Pearson’s 
correlations were used to explore relationships between pre-admissions tests including: Universities 
and Colleges Admissions Service (UCAS) academic score; UCAS non-academic score; UK Clinical 
Aptitude Test (UK CAT) (see Glossary of Terms) and MMI scores, in-programme examination scores 
(OSCE) and demographic variables including age and gender. Data were analysed where the 
independent variables were the admissions tests (MMI, UKCAT, gender and age) and the dependent 
variable was the OSCE. If significant correlations were found between the independent variables and 
OSCE examination scores, they were included in a regression analysis to examine the impact of other 
factors, for example, demographic variables. MMI showed significant positive correlation with year 
1, semester 1 OSCE (r= 0.19, p 0.02), year 1, semester 2 OSCE (r= 0.34, p 0.01) in the 2009 cohort and 
year 2, semester 2 in the 2010 OSCE (r= 0.35, p <0.01). No correlation was found in the semester 1 
OSCE in the 2010 cohort (r= - 0.05, p 0.55). The authors suggest this might be due to the content of 
the year 1 OSCE which contained more knowledge recall than practical skills testing. Regression 
analysis revealed MMIs were a statistically significant predictor of OSCE score. MMIs and gender 
explained 15% of the variance in the 2009 cohort and 16% of the variance in the 2010 cohorts. No 
correlation was found between OSCE exam score and UCAS or UKCAT scores. In terms of pre-
admissions tests, therefore, the MMI was the only one to reveal a statistically significant association 
with in-programme performance assessment measured by OSCE examination score. These findings 
show moderate predictive validity of MMIs in relation to early years at medical school across two 
cohorts, however more research is required. The short - term follow up is a potential limitation 
where continuation across medical school years and post-graduate study would generate additional 
insights. Also, a multi-centre study in collaboration with other medical schools would add important 
new perspectives. 
Having considered published findings to date (December 2014), it is suggested that the evidence 
supporting or refuting the predictive validity of MMIs remains unclear. The inconclusive findings 
featured in Table 1 illustrate the challenge of generating a robust evidence base for such complex 
constructs. The lack of consistent evidence could be explained by the use of different MMI models 
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and their associated scenarios and scoring rubrics between studies, as well as different attributes 
being assessed and variation in cohort characteristics. Studies were all reported from single cohort 
perspectives in which no cross-institutional, collaborative studies were identified. This represents an 
area for further research, however, the complexities inherent in conducting such a study are 
acknowledged. The sample size would have to be sufficiently powered to allow for regression 
analysis to explore the impact of potential confounders on findings, for example, different 
demographics between cohorts. Each participating academic institution would have to subscribe to 
similar programme philosophies and trial the same MMI tools and scoring pro-forma to ensure 
comparable assessments were being made. Few predictive validity studies have been carried out 
using post-graduates. Such studies would add important new perspectives given their relative 
homogeneity, post-graduates having already been through selection processes, unlike under-
graduate applicants.   Further longitudinal studies with extended follow-up time would also generate 
important insights to add to current understanding of the predictive validity of MMIs. 
3.3.2 Reliability  
Twenty eight studies had been published examining the reliability of MMIs up to December 2014. 
These involve medical, pharmacy, veterinary and paramedic students. No nursing or midwifery-
specific reliability data has been identified to date , see Table 2. 
Each of the studies featured evaluation of the MMI technique within a single cohort of students 
associated with one academic training institution. No multi-centre research was identified. This 
limits the transferability of the findings. However, each study’s results add to an overall evaluation of 
the contribution that interviewing using MMIs can make to informing final decisions in student 
selection. Only one study was identified that piloted MMIs alongside a traditional interview format 
(O’Brien et al., 2011).  
Reliability is reported as either Cronbach’s alpha or G-coefficient which has its origins in 
generalizability theory. Critiques of Cronbach’s alpha question the use of the test suggesting that 
improper use can lead to misleading findings (Tavakol and Dennick, 2011). Tavakol and Dennick, 
(2011) cite test length or the number of items being assessed as a potential contributor to 
inaccurate alpha scores especially if a test is too short. They do not specify what ‘too short’ is  so it is 
therefore questionable how this critique can be applied to the studies I have appraised.  It is also 
pertinent to consider the difference between the two measures: Cronbach’s alpha asks ‘how 
accurately the observed score reflects the corresponding true score or, observed score=true score + 
error. Generalisability theory asks how accurately an observed score permits generalisations to be 
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made about e.g. a persons’ behaviour in a defined universe; in other words, the consistency or 
dependability of scores over randomly parallel replications of a specified assessment, in this case 
MMIs  (Sebok et al., 2014). It can be used to assess the magnitude of different sources of error in 
observed scores attributable to persons, or items or, in the case of MMIs for example, assessors or 
the scoring tools. Cronbach’s alpha is readily available as a test using statistical packages like SPSS 
whereas G- coefficients require specialist software which is less widely available. Cronbach’s alpha is 
therefore a more popular measure due to its relative accessibility.  
D studies, which relate to G studies, are also featured in the literature. D studies use the information 
generated from a G study to estimate the optimal conditions for a specific assessment tool (Sebok et 
al., 2014). In the case of MMIs, D studies have been conducted to calculate hypothetical reliability 
scores for different numbers of stations based on the researcher’s findings of a set number of 
stations, see Table 3. Noteworthy is the observation of how G study findings can be potentially 
misleading. If the G coefficient is calculated on a fixed number of MMI stations, for example 8, and it 
is assumed that these eight are representative of the entire set of possible stations that exist, a G 
coefficient in this case would be very high. However, it is highly questionable that the eight stations 
are a true representation of all possible stations and so the validity of the findings is undermined. 
Therefore, in their reporting, authors should be transparent about how their G coefficients are 
calculated. 
Another indicator of reliability is the ‘item-total correlation’ or the correlation between individual 
response scores for an item and the total score for the instrument (Black, 2003).  Interestingly these 
are not reported in any of the studies.  
George and Mallery’s (2003) and Brown’s (2005) interpretation of Cronbach’s alpha and G 
coefficient values respectively are used to interpret study findings, see Box 4. 
Box 5: George and Mallery’s (2003) and Brown’s (2005) interpretation of Cronbach’s alpha and G 
coefficient values 
Cronbach's alpha Internal consistency G coefficient Internal consistency 
≥ 0.9 Excellent ≥0.8 Good - excellent 
0.7 -  < 0.9 Good 
0.6 ≤ - < 0.7 Acceptable 0.4 - <0.8 moderate 
0.5 ≤ - < 0.6 Poor 
< 0.5 Unacceptable < 0.4  Low  
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Reliability was reported as inter-rater, inter-station, internal consistency and overall generalisability, 
see Table 2. Test-retest reliability was conducted in three studies (Reiter et al., 2007, Ziv et al., 2008 
and Gafni et al., 2012) but these were excluded from the review. They were not considered 
comparable to others because of the three/four station models used. 
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Table 2: Reliability Study Examples  
Author Date Inter rater reliability Author Date Optimal numbers of 
stations and interviewers 
(G coefficient) 
Dore et al 2010 G 0.78 
Hecker and Violato  2011 G 0.52 Eva et al 2004a G 0.55 – 0.85 
    Inter-station reliability Roberts et al 2008 G 0.70 
Eva et al 2004b <0.37 Dodson et al 2009 G 0.75, 0.78 
Lemay et al 2007 r 0.04 ≤ 0.36 Hecker et al 2009 G 0.79 – 0.88 
Eva et al 2009 G 0.24 Hofmeister et al  2008 G 0.70 
Dore et al 2010 r  0.08 – 0.26 Dore et al 2010 G 0.55 – 0.72 
Hecker and Violato 2011 G 0.25 Uijtdehaage et al 2011 G 0.58 – 0.71 
Dowell et al 2012 r 0.06 ≤ 0.36 Cameron and MacKeigan 2012 G 0.77 
Campagne-Vaillancourt 2014 r 0.048 – 0.376 Tavares and Mausz 2013 G 0.77 
  Internal consistency (Cronbach’s alpha) Fraga et al 2013 G >0.9 
Hecker et al 2009 α =  >0.8 Roberts et al 2014 G 0.7 
Wilson et al 2009 α = 0.83  
O’Brien et al  2011 α = 0.69-0.73 
Yen et al 2011 α = 0.75 
Dowell et al  2012 α = 0.69-0.7 
Griffin and Wilson 2012 α = 0.84-0.9 
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Inter-rater reliability refers to the consistency of ratings by observers/assessors (Black, 2003). Dore 
et al., (2010) and Hecker and Violato (2011) reported good inter-rater reliability (G 0.78 and 0.52 
respectively). These studies are very different in their sampling: Dore et al., (2010) assessed post-
graduate doctors while Hecker and Violato (2011) assessed veterinary school applicants. Post-
graduate doctors maybe a more homogenous population as they have already progressed though 
under-graduate admission interviews at the commencement of their medical school training. The 
homogeneity may have potentially enhanced inter-rater reliability compared with the spectrum of 
scores anticipated in under-graduate admissions processes. Both studies used similar, seven station 
models with two assessors at each station which makes them comparable from a design perspective. 
Taking into consideration the findings of these two studies, evidence supports good to very good 
inter-rater reliability of MMIs.  
Eva et al.,’s (2004a) first model and associated tools have been replicated, as validated instruments, 
in later research studies (Dore et al., 2010, Tavares and Mausz, 2013). In Eva et al.,’s first study 
interviewers were not trained prior to conducting interviews. This was identified as a potential 
limitation as parity could not be assured between different interviewers’ interpretation of their role 
or the assessment tools. To enhance inter-rater reliability pre-interview training was introduced in 
subsequent studies (Lemay et al., 2007, Kumar et al., 2009, Oyler et al., 2014, Roberts et al., 2014) in 
the form of: offering an evidence-based rationale for using MMIs; details of the process and 
administration of the model; and video clips showing mock MMI stations.  Inter-rater reliability could 
not be specifically examined in these studies as the model used featured one interviewer at each 
station and different station scenarios. This is an area where further research is needed. 
Interestingly, interviewers reported satisfaction when administering MMIs following training (Lemay 
et al., 2007, Oyler et al., 2014). 
Inter-rater reliability was also considered to be enhanced through standardised scoring pro-forma 
(Eva et al., 2004a, Roberts et al., 2008, Uijdehaage et al., 2011). Preformatted assessment score 
sheets for each candidate, for completion during the interval between stations, is a feature of all 
studies.  
Inter-station reliability 
This refers to the generalisability of an applicant’s (total) score from one station to another station 
(G value) or the correlation between station scores (r value). Seven studies published findings in 
relation to this, see Table 2. 
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Lemay et al., (2007) examined the ability of the MMI to assess and differentiate between attributes 
by assessing correlations between stations; a low correlation suggesting stations were measuring 
different constructs. Correlations between stations, based on total scores ranged from r=0.04 to 
≤0.360. Lemay states there were significant positive but low correlations between most stations 
suggesting the MMI is able to assess different attributes. Other studies substantiate Lemay’s 
assertions including Eva et al., (2004a), Dowell et al., (2012) and Dore et al., (2010), see Appendix 1. 
Overall, no study findings revealed high scores indicating limited association between station total 
scores. This is an important finding which endorses the reliability of the models used and suggests 
that each station is assessing different constructs. A caveat to this is that evidence is not clear 
whether the constructs being measured were the intended variables (Lemay et al., 2007, Sebok et 
al., 2014).  
Internal consistency refers to how well items in a test or scale measure the same construct or 
contribute the same amount to the final score (Black, 2003). Six studies assessed internal 
consistency, all reporting their findings as Cronbach’s alpha scores, see Table 2. 
In the UK, the first reliability research was carried out by O’Brien et al., (2011) at St George’s, 
University of London on a small sample of undergraduate medical school applicants, n=47. This 
sample was further sub divided into those candidates applying for a five-year school leaver stream 
MBBS 5 ( n=21) and a four-year graduate stream, MBBS 4 (n=26). The overall number of candidates 
interviewed for both programmes annually exceeded 1,000, conferring potential selection bias in 
relation to the 47 who self-selected to take part. Candidates underwent a standard interview in the 
morning and then agreed to participate in the MMI pilot in the afternoon. The standard interview 
comprised a 25-40 minute assessment where applicants were asked a number of pre-formatted 
questions. Interestingly, interviewers had no prior knowledge of the candidates and personal 
statements were not made available to them.  It is unclear whether this reflects a widely-used 
approach or a strategy adopted by St George’s, University of London. However, a potential limitation 
of the personal interview is interviewer bias generated through pre-reading of their application form 
(Eva et al., 2004a). This may have impacted on the findings although it is not documented whether 
this was the case. A modified MMI model was used comprising eight, five minute stations with 30 
seconds between and one interviewer at each station. Candidates were scored on a five-point scale 
as well as being given a ‘global rating’ or overall assessment as to their suitability for a career in 
medicine. Candidates were reassured that their performance in the study would not affect the 
outcome of the interview process. All interviewers received training and no probing or prompt 
questions were available to offer the candidates. This was to ensure parity of opportunity and 
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enhance the reliability of assessments where each candidate received exactly the same information 
in order for them to respond to the scenario questions. For the MBBS 4 candidates, Cronbach’s 
alpha for the MMI was 0.69; for the MBBS 5 candidates Cronbach’s alpha was 0.73 demonstrating 
‘good’ internal consistency in measuring the same constructs. O’Brien et al., (2011) concluded that 
the MMI is a reliable admissions instrument but that caution should be exercised when considering 
their results in relation to previous research: the small sample size, potential selection bias and an 
underlying question over how seriously the participants took the MMI experience, given that they 
had been advised that the result would not impact on their final interview outcome.  
Dowell et al., (2012) endorsed O’Brien’s findings in his study at the Dundee Medical School.  The 
sample size was much greater than in O’Brien et al’s., study. Dowell’s study included 452 and 477 
participants from the 2009 and 2010 cohorts respectively, which reduced the possibility of selection 
bias. Cronbach’s alpha scores were 0.7 and 0.69 respectively for the two cohorts. Dowell co-
ordinated a phased introduction of the MMI and this detail informed the development and 
implementation of the later ‘roll out’ to live selection at the University of Surrey, see section 7.3.3, 
7.3.3.1. 
Alpha values indicate good to excellent internal consistency across models. It is important to note 
the differences in designs of these studies, however, including time spent at each station, number of 
stations and number of interviewers at each station, and the impact this may have on reliability 
measures. A number of researchers calculated over all generalisability of their MMI models, 
reporting G coefficients.  
Optimal number of stations and interviewers 
Using D studies (see section 3.3.2), a number of researchers went on to use their data to calculate 
hypothetical G coefficients for different numbers of stations and interviewers at each station, see 
Table 3. 
 
 
 
 
 
 
62 
 
Table 3: D studies and hypothetical G coefficients 
Author No of stations No of 
interviewers 
G-coefficient 
Eva et al (2004a) 1 12 0.55 
4 3 0.77 
6 2 0.81 
12 1 0.85 
Dore et al (2010) 7 1 or 2 0.55-0.72 
10 1 or 2 0.64-0.79 
Hecker et al (2011) 7 2 0.79 
10 1 0.81 
 
It can be seen that increasing the number of stations appears to have greater impact on reliability 
than increasing the number of interviewers at each station. Increasing the number of stations has 
associated practical and logistical implications. In 2009, Eva et al’s., findings endorsed the multi-
station format as a more reliable model than a single encounter with an interviewer. He found the 
reliability of one station was G=0.24 while the average reliability across nine station was G=0.76. This 
confirms Eva et al.,’s previous findings (2004a) and supports the hypothesis that multiple stations 
are more reliable than one station. Alexon and Kreiter (2009) also examined the impact on reliability 
of numbers of interviewers and time spent at interview. Their findings corroborate those of others: 
that increasing the number of interview occasions (stations) increased reliability more than 
increasing the number of interviewers. However, in their study each participant took part in a 25-
minute structured interview conducted by two interviewers, followed by an unstructured dialogue 
with interviewers also lasting 25 minutes. While the structured interview element reflects the 
structure of an MMI, it was not a model that incorporated multiple interviewers at a series of 
stations. I would argue that Alexon and Kreiter’s study provides evidence of the enhanced reliability 
of a structured interview which is different from an MMI model. Caution should be exercised when 
interpreting findings of studies using different interview models.  
Researchers have examined the impact on reliability of reducing time at each station, see Table 4. 
Cameron et al., (2012) found that for five, eight minute stations reliability was 0.54; for five, six 
minute stations reliability was 0.66. 
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Table 4: Reliability in relation to duration of stations 
Dodson (2009) No of stations Time at each station Reliability (G coefficient) 
10 8 0.78 
10 5 0.75 
Cameron (2012) 10 8 0.77 
5 8 0.54 
5 6 0.66 
Fraga et al (2013) 5 10 0.9 
Roberts et al (2014) 6 10 0.7 
 
The findings suggest that a five or six minute model is long enough to reliably assess a candidate. 
However, while Dodson’s study sample size was 175, Cameron’s had 30 participants. It is suggested 
that further research is necessary to support these findings. Fraga et al’s., (2013) most recent 
findings are interesting to note – achieving a high G coefficient score with five, ten minute stations. 
These results are important. If the interview process can be shortened while maintaining reliability, 
it will be more attractive to academic institutions from practical, logistical and resource perspectives. 
Further research is necessary to establish which confers greater reliability: longer time at fewer 
stations or less time at more stations. 
When comparing findings it is important to note the profile of the study sample population. The 
majority of studies have been conducted with applicants to medical school (Eva et al., 2004a, 
Roberts et al., 2008, Lemay et al., 2007, Dodson et al., 2009, O’Brien et al., 2011). Others, for 
example Hecker et al., (2009), Cameron et al., (2012) and Tavares et al., (2013) ) have included 
veterinary, pharmacy and paramedic students respectively. This did not appear to impact on 
reliability findings where it is argued that the principles that underpin MMI theory are potentially 
transferable to selection for different caring professions. 
One study has been included in this review which explored the reliability of MMIs specifically in the 
Middle East; Ahmed et al., (2014) concluded that reliable results can be achieved in a non-western 
country (G 0.8). It should be noted that three other studies have been conducted in Arab States but 
they have been excluded from this review because they used, for example, a three-station model 
which was not considered comparable to other multi-station models. 
Number of stations, length of time at each station and numbers of interviewers all potentially impact 
on reliability. However there are practical, cost and logistical implications associated with 
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lengthening the interview process. Uijdehaage et al., (2011) consider other factors which may 
impact on reliability including the environment in which interviews are held. He suggests that a less 
intimidating atmosphere may enhance overall candidate performance. This is difficult to measure 
but overall candidates positively evaluated MMIs suggesting that it is an acceptable interview 
measure (Hofmeister et al., 2008, Dore et al., 2010, Uijdehaage et al., 2011). Pre-MMI training 
appears to have a positive impact on reliability (Lemay et al.,  2007, Dore et al., 2010, Oyler, et al., 
2014).  
In summary, evidence endorses the MMI technique as a reliable instrument where internal 
consistency and overall generalisability values are moderate to excellent. Increasing the number of 
stations enhances reliability as does interviewer training. It is potentially problematic to make 
overall generalisations however, as each model, scenarios and scoring pro-forma are different in 
each study. Also, studies offer single cohort perspectives with their own inherent contextual biases. 
Multi-centre, collaborative studies are a recognised area for future research, see chapter eight. 
3.3.3 Acceptability 
Twenty one studies are included in this review (see Appendix 1); fourteen from medical student 
admissions, two from nursing, one from paramedic practice and one from veterinary student 
selection. While each study explored the views of both applicants and interviewers, the findings are 
presented separately for clarity. Evaluation questionnaires were the principle method of data 
collection with the exception of Kumar et al., (2009) who also used focus groups. In his study six 
interviewer focus groups, comprising eight interviewers each took place. This resulted in responses 
from 75 interviewers and a total of 442 responses from a candidate survey. This is the most in-depth 
exploration of users’ views which was undertaken as part of a larger quantitative evaluation of the 
MMI (Roberts et al., 2008).  
3.3.3.1 Interviewer perspectives 
At the commencement of this study no published research was available which specifically explored 
the views of midwifery academic staff who had experienced administering MMIs. McBurney and 
Carty (2009) introduced MMIs to assess nursing student applicants at the University of British 
Colombia in 2008. They alluded to close collegial collaboration with the Midwifery School at the 
University of British Colombia who had reportedly introduced MMIs. No published research relating 
to this was found. They were contacted using email and their response contributed to the 
development of the MMIs used in my research, see section 4.4.1.1. Fifty interviewers responded to 
McBurney and Carty’s (2009) evaluation study comprising an unspecified mix of nursing academics, 
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clerical and information technology (IT) staff. The rationale given for this diverse interviewer pool 
was that MMIs are not designed to assess clinical knowledge so it was not necessary for all 
interviewers to have a clinical background. The findings are not categorised into interviewer profile. 
This would have been interesting to note as MMIs are potentially resource intensive and being able 
to use non-academic and non-clinical staff effectively would conceivably enhance their feasibility. 
Being able to discriminate between different interviewers evaluations in relation to their profile 
would have provided important detailed information. Ninety-six percent of the interviewers felt they 
had been able to rate candidates adequately using the scoring system and 92% felt they were 
prepared for the interview process. Their main concern was that the use of prompt questions was 
not standardised across all the scenarios. This is important as, to ensure rigour, each student should 
receive parity of opportunity. If the prompt questions are, either not consistently formulated or not 
consistently asked, students will not receive the same interview experience or opportunity. This 
might raise questions over the reliability of the interview process.  Overall, MMIs were positively 
evaluated when introduced into nursing student selection at the University of British Colombia. 
Commitment to the continuing use MMIs was evidenced (McBurney and Carty, 2009) with the 
caveat that certain refinements including standardised, specific prompts for all scenarios would be 
incorporated.  
In medical student selection MMIs were also positively evaluated by interviewers (Brownell et al., 
2007, Kumar et al., 2009, Hofmeister et al., 2008, Humphrey et al., 2008, Razack et al., 2009, Dowell 
et al., 2012, Fraga et al., 2013). Interviewers were initially concerned over the staged process where 
candidates had to change their thought processes every seven minutes (Kumar et al., 2009). 
However, it was concluded that this was arguably a favourable feature as such flexibility is a useful 
skill, highly valued in clinical practice. Interviewers also considered the independent decision-making 
process a positive feature where interviewers rated candidates at each station without consultation 
with others. 98.6% of the 81 interviewers who evaluated MMIs in a study by Brownell et al., (2007) 
stated a willingness to participate in MMIs in the future. These findings support others (Humphrey et 
al., 2008, Dowell et al., 2012). Respondents valued pre-interview training and orientation to the 
scenarios they would be using (Brownell et al., 2007). The importance of using validated, piloted 
scoring pro-forma was raised by Hofmeister et al., (2008) and Dowell et al., (2012) and an associated 
explanation should be incorporated into interviewer training.  
In some studies a high level of satisfaction was associated specifically with the time-restricted 
process (Hofmeister et al., 2008). Interviewers stated they felt they received a reasonable portrayal 
of candidates using MMIs (Dore et al., 2010). This was corroborated by Campagna-Vaillancourt et al., 
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(2014) who reported >85% of assessors agreeing that MMIs tested more aspects of an applicant’s 
personality than the traditional interview in the time available. In other studies, concerns were 
raised over the limited interaction with candidates where some interviewers felt that they could not 
get an idea of the ‘roundness ‘of a candidate (O’Brien et al., 2011). Respondents in Fraga et al’s., 
(2013) anonymous study of 17 interviewers’ views of MMIs raised an interesting additional 
perspective. They reported positive evaluations of MMIs having been blinded to candidate’s records. 
The context in which personal interviews are held was cited by Eva et al (2004a) as a potentially 
limiting feature; having no prior knowledge of the applicant is designed to enhance objectivity. The 
interviewers in Fraga et al’s., (2013) study considered the limited period of time to appraise 
applicants in MMIs was fair even without any background knowledge or information.  
Interviewer fatigue has been cited as a potentially limiting feature (Humphrey et al., 2008, Razak et 
al., 2009, O’Brien et al., 2011, Roberts et al., 2014) however, it could be argued that this applies to 
any interview situation where a large number of candidates are invited. Roberts et al., (2008, 2014) 
suggested that interviewers should rotate to a different station during an interview day to alleviate 
the potential boredom associated with repeating the same scenario over a large number of 
occasions. 
The collegiality associated with developing and implementing a new technique and the multi- 
interviewer format of MMIs was considered a positive feature (McBurney and Carty, 2009). 
However, the logistics associated with implementing a change to MMIs was a concern for some 
(McBurney and Carty, 2009, Dowell et al., 2012). Overall, the MMI format was considered to be 
reliable and fair (Razack et al., 2009, Kumar et al., 2009, O’Brien et al., 2011, Dowell et al.,  2012, 
Perkins et al.,  2013) and as such, despite the associated challenges, the majority of interviews felt 
willing to take part again. Specific evidence specifically in relation to student midwife selection is 
unavailable to date. 
3.3.3.2 Applicant perspectives 
With the increasingly widespread use of MMIs, candidate views are important. Razack et al., (2009) 
states that, given the highly competitive arena of medical student recruitment, a perception of 
fairness and assurance of the use of MMIs, is an important part of the accountability of the academic 
institutions to which students are applying.  Dowell et al., (2012) asked candidates whether their 
experience of MMIs had affected their overall view of, in this case, the Dundee Medical School. 
Ninety eight percent stated that the MMI either had no effect or actually enhanced their view of the 
medical school. This is interesting to note compared to Razak et al’s., (2009) findings where 
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candidates stated that the level of stress they had experienced in their MMIs was higher than the 
traditional interview. This is explored in greater depth later in this section. 
An important factor to consider when appraising evaluation studies is when candidates were asked 
for their views and their perception of the significance of these views (Kumar et al., 2009). Asking for 
feedback immediately after the interview might enhance response rates but these may be 
influenced by the immediacy of the interview itself and how well a candidate felt it went. Allowing 
time for reflection by sending a postal or online questionnaire may also be affected by other 
external factors including the outcome of the interview (Humphrey et al., 2008). To enhance rigour, 
candidate evaluation should be confidential and understood to not affect their interview outcomes.  
No evaluation studies were available from midwifery student selection. McBurney and Carty (2009) 
and Perkins et al., (2013) explored the views of nursing applicants to the University of British 
Colombia School of Nursing and Kingston and St George’s University of London respectively.  
From 141 questionnaire evaluations, McBurney and Carty (2009) concluded that MMIs were 
perceived to be a positive experience by candidates. Ninety seven percent stated that interviewers 
put them at ease and they were able to respond in ‘a less intimidating way’. These findings were 
corroborated by Perkins et al., (2013) where 65% responded positively, stating that MMIs were a 
‘better experience’ compared to the traditional interview. An important point to note is the 
statement ‘compared to the traditional interview’. Perkins et al’s., study did not compare the two 
directly but asked respondents for their views regarding the traditional interview based on ‘any 
previous experience’. This is potentially problematic as an individual’s views may have been 
influenced by the outcome of that interview, which is not known. In addition, assurance cannot be 
given that the traditional interview was conducted in a format endorsed by Perkins et al. This 
critique applies to my study where participants were asked how they compared the two interview 
approaches. I was unable to conduct traditional interviews alongside MMIs as the Registrar at the 
University of Surrey would not consent to this due to time and resource implications. Razack et al., 
(2009) was able to address this potential issue by undertaking an evaluation study exploring the 
acceptability of the MMI compared to the traditional interview. Participants took part in both 
selection measures, one in the morning followed by the other after lunch, thus enabling a direct 
comparison of participants’ views to be made. Participants were made aware their MMI score would 
contribute 25% to their overall rating (traditional interview 75%). Applicants did not complete the 
evaluation immediately following their interview experience but were contacted several days later 
via email and invited to take part in the evaluation survey. This may have impacted on the feedback 
given. Overall, applicants expressed a preference for the MMI compared to the traditional interview 
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format stating it was a ‘fair and better way for them to demonstrate their strengths and suitability 
for a career in medicine’. Prior to this pilot, academic staff had expressed concern over the MMI 
format and potential additional stress it might place on applicants. The findings of the study 
alleviated these concerns with the positive evaluation. The differences in evaluation may have been 
influenced by which interview technique was undertaken first during the day and candidate fatigue. 
Despite these potential limitations, the findings are important to note, given the unique comparative 
design of the study. 
Kumar et al., (2009) conducted the largest, international study to date, exploring candidate’s (and 
interviewers) experiences of MMIs. Four hundred and forty two candidates took part by completing 
questionnaires immediately following their MMIs. Open-ended questions explored each 
participant’s satisfaction with the MMI, perceptions of MMI strengths and weaknesses and the 
opportunity to offer suggestions for improvement. Some participants particularly valued the 
multiple assessment opportunities which they perceived as enhancing their chances of making a 
favourable impression. Conversely, others felt this was a limiting feature where the short interview 
time with different interviewers resulted in a lack of opportunity to portray their values and 
commitment to the programme. These findings are interesting to note compared with Dore et al., 
(2010) who found that 88% of applicants felt they could accurately portray themselves. Harris and 
Owen (2007) also found that applicants had a favourable opinion of the multi-station format where 
each interviewer saw them through ‘fresh eyes, oblivious to any earlier errors’.  Kumar et al., (2009) 
suggest that transferability of their findings is enhanced as the study was conducted on students 
from North America as well as Australia; however such data will be potentially be influenced by the 
context within which it was collected. To enhance authenticity, data was collected immediately 
following MMIs where the outcome of the interview did not affect candidates’ perception of their 
experience. Another potential weakness was avoided by ensuring candidates responses remained 
anonymous. This positive evaluation is corroborated by Hofmeister et al., (2008) and Perkins et al,, 
2013). O’Brien et al., (2011) also reported a favourable evaluation in medical school applicants to St 
Georges, University of London. MMIs were considered to be ‘less intimidating’ and candidates felt 
they tested their skills better. Most recently, Campagna-Vaillancourt  et al., (2014) endorsed 
previous findings stating that > 80% of applicants felt MMI helped them to present their personal 
strengths and were free of any gender, cultural or age bias. 
The first UK-based evaluation study was conducted by Humphrey et al., (2008) using 96 Senior 
House Officers. Their views were obtained after selection using MMIs for entry on to a regional 
paediatric training programme. Doctors’ views were obtained immediately following the interview, 
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before the outcome of the interview was known. To enhance rigour, confidentiality was ensured 
through the completion of anonymous questionnaires. Participants were positive about the fairness 
of the MMIs where the majority had no prior experience of the technique. The difference in sample 
demographics and career profile is acknowledged where participants in Humphrey et al’s., (2008) 
study were qualified doctors being interviewed for a specialised post. Candidates reported 
requesting more information prior to their attendance at interview and additional detail about the 
scoring system being used. The issue of possible interviewee and or interviewer fatigue as the day 
progressed was raised. This arguably would feature in any time-consuming interview process. 
Humphrey et al., (2008) suggested that candidates be randomly allocated interview time slots as 
opposed to one which reflected their short-listing score with those that scored more highly at short 
listing be interviewed earlier on in the day. This study adds important findings from a post-graduate 
perspective in a UK setting.  
In 2014 Phillips and Garmel published their findings, which also related to the selection of qualified 
doctors to career progression posts. In contrast to previous positive evaluations, they questioned 
the effectiveness of MMIs, suggesting that they may be more relevant in medical school applicant 
situations than post-graduate selection. Compared with the traditional interview, MMIs were 
considered ‘guarded’, where the unidirectional conversation between interviewer and candidate 
resulted in the applicant feeling a ‘lack of sense of the person’ who was interviewing or the 
programme they represented. This made decision-making for applicants difficult in terms of whether 
they wished to study at that HEI. Phillips and Garmel (2014) concluded by suggesting that, MMIs may 
well be a statistically reliable and valid selection technique in medical school admissions, but its role 
in post-graduate selection remains unclear. They also emphasise the importance of customisation of 
scenarios to meet individual programme requirements. This study represents the anecdotal view of 
one individual, which is a significant limitation. However, it has been included as it raises interesting 
questions regarding the generalisability of MMI models across different selection situations. The 
findings are also corroborated by Hopson et al., (2014) in their study of 71 doctors applying for 
Emergency Medicine selection. MMIs were viewed less favourably than the traditional interview 
format. Notably, MMI performance did not significantly correlate with MMI preference.  
Only one study cited the practical issues of sound proofing and confidentiality when undertaking 
MMI circuits (Perkins et al., 2013). These are important considerations and are discussed further in 
section 7.3.3.1. 
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Overall, undergraduate nursing and medical school applicants have rated MMIs positively. Post-
graduate applicants’ views are mixed. There is no midwifery-specific acceptability data available to 
date. 
3.3.4 Feasibility  
MMIs are an innovative technique with associated logistical and cost implications. The feasibility of 
implementing them must be considered. No matter how reliable, valid or acceptable they are, if they 
are not a viable alternative to the personal interview they have limited practical application. 
Evidence exploring the practical aspects of implementing MMIs is emerging as predominantly 
positive (O’Brien et al., 2011, Cameron et al., 2012, Dowell et al.,  2012). 
Razack et al., (2009) reported initial issues with interviewers’ perceived difficulty of adopting the 
MMI model and the associated intellectual and logistical challenges. Their in-depth evaluation 
alleviated these concerns with an overwhelming positive response by both candidates and 
interviewers. 
Concerns were raised in McBurney and Carty’s study (2009) over the additional costs and lead time 
required to prepare scenarios and associated marking criteria in advance of interview days. When 
changing a process there will be inevitable, initial cost implications. With MMIs these are potentially 
compounded by the need to review and write new scenarios as necessary. To alleviate this, Roberts 
et al., (2008) and Dowell et al., (2012) proposed the building up of an MMI bank of scenarios that 
different HEIs could share.  This has worked well in medical student selection and is something to be 
considered in nursing and midwifery processes. 
In terms of the numbers of candidates interviewed over a given time period and the number of 
interviewers required, neither Brownell et al., (2007), Dore et al., (2010) or O’Brien et al., (2011) 
found any difference between MMIs and traditional interviews. In fact O’Brien et al., (2011) stated 
that the format meant more candidates could be interviewed in a shorter period of time using 
slightly less interviewer time. Dowell et al., (2012) cited initial concerns over being able to recruit 
enough interviewers who were willing to embrace the new technique but this did not prove to be as 
difficult as expected. They also were innovative in their approach, allowing senior medical students 
the opportunity to interview at one station. While enhancing face validity, the station was 
particularly well evaluated by applicants.  
Physical space was cited as potentially problematic in terms of the actual management of the station 
circuits. McBurney and Carty (2009) used a series of small rooms which candidates moved between. 
O’Brien et al., (2011) used one large room divided by screens. Each adopted a strategy that fitted 
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their physical space to best advantage. Sound was highlighted by Perkins et al., (2013) as a potential 
issue when circuits were held in one large room. They found the use of screens helped alleviate this. 
Harris and Owen (2007) were concerned about the potentially fragmented view of candidates 
generated by the MMI. They questioned the series of mini-insights generated and how 
representative they are of an individual’s personality. To address these issues, a combination of MMI 
and a group activity was piloted to provide a more holistic representation of each candidate rather 
than their MMI score alone. This is the only study to raise these concerns and offer a solution to 
resolve them. This dual systems approach confers additional resource and cost implications. No 
longitudinal follow-up data has been published examining this approach’s impact on reliability and 
validity. 
The cost efficiency of MMIs compared to traditional interviews has been evaluated in one study to 
date by Rosenfeld et al., (2008). The complications of placing an exact monetary value on either 
interview technique was emphasised in view of the differing make up of interview panels where, for 
example, time by some may be voluntary offered and not by others. The analysis undertaken by 
Rosenfeld et al., (2008) used the working assumption that a traditional interview used 3 interviewers 
over a one hour period and the MMI model incorporated twelve, eight minute stations with two 
minutes between stations for scoring. Overall, it was concluded that MMIs require greater 
preparatory effort and more rooms or space to administer but that fewer ‘person hours of effort 
were required’. The absolute costs are dependent on each academic institution. Another aspect of 
cost – efficiency is whether MMIs have any impact on attrition rates. A benefit of selecting those 
who are more likely to perform well during their programme may reduce the number of students 
who do not meet their programme requirements and leave prematurely. Data to either support or 
refute this is unavailable to date and highlights an area of potential further research.  
Hissbach (2014) evaluated the cost of MMIs compared to written admissions tests. The MMI 
emerged as a more expensive. However, these findings have limited applicability to student midwife 
selection in the UK where a face-to-face interview is required (NMC, 2009). Hissbach also identified 
that a significant proportion of the costs associated with MMIs are incurred during scenario 
development. Roberts (2009) suggested that the generation of an MMI bank which HEIs could share 
would alleviate some of these costs. 
MMIs do not appear to generate significant cost or logistical issues compared with traditional 
interview formats but further evidence is needed. The preparation and lead time required is greater 
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in MMIs but this would decrease once academic staff, practice partners and other interview staff 
became conversant with MMI administration.  
3.4 Strengths and Weaknesses of MMIs in the context of alternative interview techniques 
The aim of the MMI is to overcome the potential limitations of other face-to-face interview 
techniques. However no instrument is without its associated strengths and weaknesses. 
Interviews are ubiquitous measures used throughout selection processes for many occupations. In 
health care student selection they can take different forms from structured to unstructured formats, 
group, or one-to-one interviews (Taylor et al.,  2014).  The NMC review of general entry 
requirements for pre-registration nursing and midwifery education (NMC, 2006) featured a national 
audit of different selection measures. The one-to-one interview was the most commonly used tool, 
by 84% of respondents, followed by the group interview (48%), an observational exercise (35%) and 
simulation testing (10%). Multiple mini interviews were not mentioned. While it is acknowledged 
that the response rate was only 48% and this survey was conducted in 2006 when selection 
procedures like  MMIs were in their infancy, the findings are endorsed by Rodgers et al., (2013) who 
concluded that the majority of HEIs use untested scoring and assessment instruments, including the 
personal interview, in nursing and midwifery student recruitment. Rodgers et al., (2013) also 
concluded that HEIs in Scotland were more concerned with recruiting to the University than to the 
profession. While this may be different in other parts of the UK, this is a pertinent conclusion. The 
Francis Report (2013) has had a significant impact on national considerations about health care 
professional education and practice refocusing attention on recruiting for values. In the most recent 
national survey conducted in Scotland, Taylor et al., (2014) also found that HEIs chose different ways 
to select nursing and midwifery students. HEIs could typically offer a rationale for their chosen 
method but that rationale was supported by a questionable evidence base. Taylor et al., (2014) 
concluded that there was a growing evidence base to support the use of MMIs in final decision 
making.  
 Research evidence questions the effectiveness of face-to-face interview techniques including the 
personal and group interview. Interviewers’ and researchers’ views of how interviews should be 
conducted vary, resulting in widespread administrative differences. This makes generalisability 
difficult because similar models cannot be compared. Wilson et al., (2012) suggest that the ability of 
the one-to-one interview to identify candidates most likely to excel in a health care environment is 
questionable. At interview, candidates’ success might be determined more by a chance encounter 
with a ‘like-minded’ interviewer and less by the personality of the candidate themselves (Eva et al., 
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2004a). The context specificity of the one-to-one interview has been cited as another limiting 
feature where the outcome of an interview is determined more by the context in which it is held and 
less by the characteristics of the candidate (Eva et al., 2004a). In other words, candidates’ 
performance in one setting may be poorly predictive of their performance in another setting. 
Therefore questions have been raised over the power of the one-to-one interview to provide a 
reliable, valid and generalisable assessment of candidates’ attributes.  
One-to-one interviews can be either structured or unstructured. Unstructured interviews are 
generally subject to poor reliability, a low degree of objectivity and predictive validity as well as 
potential bias (Ehrenfeld and Tabak, 2000). Decision-making may also be influenced by: 
‘stereotyping’ where a typecast opinion is made based on extraneous factors; forming ‘first 
impressions’ or making an immediate judgement rather than allowing the candidate the opportunity 
to present themselves; the ‘halo effect’ where an interviewer is inappropriately influenced by a 
positive feature and undue leniency (Edwards et al., 1990). These potential limitations are addressed 
in MMIs as the interviewer has no prior knowledge of candidates (Eva et al., 2004a, O’Brien et al., 
2011). Also, dialogue is not permitted between applicant and interviewer. The interviewer poses the 
scenario question and listens to the applicant’s answer. Some MMI models offer follow-up or probe 
questions in accordance with Eva et al.,’s (2004a) first model. These potentially impact on reliability 
as they do not confer equal opportunity to each candidate. One candidate may excel and not require 
any prompt questions while another candidate may need prompting but this additional help may not 
be reflected in the final score. 
Evidence is consistent that structured interviews offer greater reliability over unstructured 
interviews where: standardised questions are asked; interviews are undertaken by trained 
individuals and scored using validated criteria (Nayer, 1992, Ehrenfeld and Tabak, 2000, Kreiter et 
al., 2004, Patterson, 2011). Powis et al., (2007) assert that few interviews meet these criteria. In this 
context ‘structured’ means pre-defined questions are used which are identical for all candidates. 
They are accompanied by standardised probe questions and assessment score sheets. ‘Trained’ 
means the interviewer is fully briefed in interview techniques as well as the specific content of the 
interview they will be conducting (Powis et al., 2007). The ‘greater reliability’ offered by structured 
interviews compared to unstructured interviews is relative however, where meta-analyses shows 
only low to moderate reliability of the structured interview (Kreiter et al., 2004).  Predictive validity 
of structured interviews, in terms of subsequent programme performance  is also low to moderate 
(Goho and Blackman, 2006, Basco et al., 2008, Wilkinson et al., 2008). In MMIs content validity is 
ensured as the personal values and attributes assessed are tailored to reflect specific programme 
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philosophies (Roberts et al., 2008). In medical student selection for example O’Brien et al., (2011) 
appraised applicants’ communication and decision-making skills and  ability to critically think and 
debate complex issues. These are aligned with the programme philosophy at St Georges, University 
of London and General Medical Council (GMC) profile (GMC, 2009). A standardised interviewer 
assessment pro forma, designed to assess pre-determined criteria accompanies each station. In a 
well-designed model, constructs being measured would be piloted to optimise inter-rater reliability 
(Husbands and Dowell, 2013). Interviewers score candidates using a five or seven point Likert-type 
scale  according to specific criteria, (see section 5.5) as well as assigning a global rating score which 
can range from ‘excellent’ to ‘cause for concern’ (O’Brien et al., 2011). 
 
The potential lack of parity of opportunity afforded to candidates because of differences in the 
duration, timing of different questions and individual interviewer’s interpretation of how personal 
interviews should be conducted may also impact on reliability and validity (Salvatori, 2001). MMIs 
offer a transparent, structured format where research has shown increased inter-rater reliability 
with interviewer training and preparation (Brownell et al., 2007). Deviation from a prescribed model 
would be quickly observed in a ’live’ interview situation due to the multi-station circuit format. This 
is further enhanced if interview circuits take place in one room as opposed to a number of separate 
rooms; an observation noted from a visit I made to an MMI admissions day at Kingston University in 
2013. 
Harasym et al., (1996) and Taylor et al., (2014) revealed variations between different HEIs 
consideration of the relevant contribution to final decisions that interviews should make. This is 
important to clarify. Powis et al., (2007) concluded that the interview should be regarded as a data-
gathering tool rather than the requirement for a selection decision at the end. He suggests that 
selection decisions are best made by an independent administrator who inputs all candidates’ data 
into an algorithm in order to make a final ‘offer’ of training place. MMIs address these limitations as 
applicants receive a score following their interview which acts as a determinant as to whether they 
are offered a place or not.    
Instead of a personal interview, a group interview may be used where interviewers ask questions to 
two or more applicants simultaneously. The benefit from a logistical perspective is the reduced 
resources required. However this is off-set by the relatively weak predictive validity of programme 
outcomes compared to the one-to-one interview (Ehrenfeld and Tabak, 2000, Tran and Blackman, 
2006). The reasons for this relate to both interviewer and candidate perspectives: interviewers could 
be negatively affected by the multi-task nature of conducting the interview, for example, being able 
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to accurately record multiple responses and opinions. Candidates may be influenced by the 
responses of others in the group and may not offer a ‘true’ representation of themselves (Tran and 
Blackman, 2006). Interestingly, one study examined the reliability of the group interview combined 
with MMIs at selection to a Taiwanese medical school (Liao et al., 2014). Cronbach’s alpha scores for 
internal consistency were elevated from 0.54 to 0.63 for a seven station model for the MMI alone 
and the MMI combined with a group interview respectively. These findings are of note, however, the 
cost and practical implications of conducting both approaches at selection are potentially 
prohibitive. Overall, robust evidence demonstrating reliability and validity is lacking (Patterson et al., 
2014). In an MMI model, interviewers dedicate their attention to assessing one individual at a given 
time. 
Selection centres can also be used to inform final decisions. These are a relatively innovative 
selection approach where a number of diverse techniques are used collectively to assess a 
candidate’s suitability for a given role, for example, written tasks, one-to-one interviews and work 
simulations (Patterson et al., 2014). Each task is designed to assess specific knowledge, skills and 
attitudes and is observed by more than one assessor. The multiple format of selection centres 
reflects MMI principles but each task is assessed by more than one interviewer. While this may 
confer additional reliability, selection centres are not used widely in pre-registration student 
healthcare selection due to the high volumes of candidates and the relative resource intensity, and 
high cost implications (Patterson et al., 2014).  
The use of personal interviews in health care student selection is widespread. However relatively 
little research evidence is available exploring reliability and validity (Rodgers et al., 2013, Taylor et 
al., 2014) with the exception of medical student selection. Here, low to moderate levels of reliability 
and validity have been found (Goho, J., Blackman, A. 2006, Kreiter et al., 2004, Albanese et al., 2003) 
and the fairness of using the interview as a highly influential part of the selection process has been 
questioned. When searching the literature I came across the following commentary in the Lancet 
(Burch, 2003):  
“It seemed on discussion that they (applicants to medical school) held applications and 
interviews as something belonging to a separate field of human existence to the rest of life. 
The most uncommitted and vague of them became possessed by a lifelong vocation or a 
world changing epiphany. They recognised it as a kind of fiction but it seemed appropriate to 
them so they were able to believe it”.   
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I acknowledge this is anecdotal evidence; however the question regarding how reliable admissions 
processes are is ongoing. HEIs recruit the future healthcare professional workforce and as such face 
an ethical and moral duty to use robust selection techniques (Rodgers et al., 2013, Taylor et al., 
2014) that are reliable, defensible and fair (Wilson et al., 2012).  
I have demonstrated how MMIs can potentially address some of the limitations of other selection 
measures but caution should be exercised in making assumptions that MMIs can answer all 
questions. This section would not be complete without considering the possible weaknesses of 
MMIs. While the multiple format is designed to generate a more generalisable picture of an 
individual, Harris and Owen (2007) were concerned that this picture may be fragmented and 
therefore questionably reliable. This position is countered by Eva et al., (2004a, 2009, 2012) who 
assert that the multiple mini insights generated offer a more generalizable perspective of an 
individual. Questions have been raised over the impact previous MMI experience may have on 
subsequent interview performance and MMI scores. This concern was alleviated by Griffin et al., 
(2008) who concluded that previous MMI experience did positively impact on scores but only if it 
was on the same station scenario. Previous experience with new station scenarios had no impact. 
Candidates are unlikely to encounter the same scenario at different HEIs but confidentiality and 
caution should be exercised.  
Finally, I question what MMIs can assess and can it encompass the ‘sustainable emotionality’ or 
personality features congruent with EI theories? In section 2.6 I acknowledged the lack of theoretical 
agreement about what EI actually is but recognise that EI theories attempt to give language to the 
personal features that enable an individual to offer an emotional dimension in caring relationships.  I 
cited core personal features which appear to be generic to different EI definitions in spite of slightly 
differing phrasing. These are self-awareness, self-management/motivation, social 
awareness/empathy and relationship management. I explored whether EI can be measured using 
customised tools and acknowledge the theoretical complexities associated with a construct which is 
difficult to define and therefore reliably measure. I now question whether MMIs can assess those 
personal features embedded in ‘emotions’ and EI theories. One study has been published to date 
specifically exploring the relationship between EI, defined as a trait, and MMIs (Yen et al., 2011). 
Using the Bar-On EQi emotional intelligence test, Yen et al., (2011) reported on associations 
between trait EI and MMI score at interview. No significant relationships were found and in their 
conclusions, Yen et al., caution against the use of EI testing instruments for admissions procedures. 
In section 3.3.1 I discussed research which explored associations between MMI score and the Big 5 
personality factors where equivocal findings were reported (Kulasegaram et al., 2010, Jerant et al., 
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2012, Griffin and Wilson, 2012, Oliver et al., 2014). In this uncertain milieu I elected to assess the 
specific attributes linked to ‘emotionality’ and EI in my study: self-awareness, self-
regulation/motivation, social skills/ empathy and relationship management. These are evidenced in 
the model and scoring pro-forma, see section 5.1.   
3.5 Summary 
I began chapter two by considering what the desirable personal qualities of a student midwife are. I 
then went on to ask whether these qualities are rigorously assessed during student midwife 
selection. I have presented working definitions of ‘values’, ‘attributes’, ‘personality’ and ‘emotional 
intelligence’ in order to establish what constitutes a ‘desirable personal profile’.  
I have made some important critical assumptions. Having examined the literature, I conclude that, in 
the absence of a specific list of ‘attributes’ or ‘values’, the personal features that the NMC (2009, 
2010) and the ICM (2010) documentation and the NHS Constitution, women and midwives subscribe 
to are mainly similar (Taylor et al., 2013). What is different between national documents and the 
views of women and midwives is the lack of an emotional dimension to the caring relationship which 
enhances reciprocity and the ability of the midwife to respond to women in a way that is right for 
them.  
The complexities inherent in appraising candidate’s personality profile at selection should not be 
under-estimated. It could be suggested that to attempt empirical judgements on what are 
potentially socially constructed, fluid and interpretative phenomena, is to attempt to assess the 
immeasurable. However, the reality in British HEIs is that differential decisions are made between 
applicants during selection. The approach taken by HEIs is in accordance with the NMC guidance 
(NMC, 2009) which states that a face-to-face interview is required to inform final decisions. The 
challenge facing HEIs is to adopt a robust tool to inform these outcomes in order to select those 
students who are most likely to excel in both theory and clinical practice. 
Research exploring face-to-face interview techniques has been examined. Significant questions have 
been raised regarding their ability to adequately predict applicant’s suitability for a career in 
midwifery. An alternative interview technique, the MMI, has been used in medical student 
recruitment for a number of years. MMIs aim to overcome the potential limitations of other face-to-
face interview techniques. Prior to electing to use MMIs in my research study, I sought robust 
evidence of how ‘fit for purpose’ they were. The research examining the effectiveness of MMIs in 
medical student recruitment has been systematically appraised; there is a dearth of evidence 
available specifically related to midwifery. Reliability data revealed ’good’ to ‘very good’ internal 
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consistency as well as interesting additional findings. Reliability was increased with a greater number 
of stations not more assessors at each station and longer time spent at each station. However, this 
should be balanced against resource intensiveness; and pre-MMI training positively impacted on 
reliability. These important insights were applied to my MMI model development, see section 
4.4.1.1.  Evidence examining the predictive validity of MMIs was found to be inconclusive. Admission 
MMI scores were shown to correlate with students’ subsequent programme performance by some 
researchers (Eva et al., 2004a, 2009) but not by others Hofmeister et al., (2008).  Again, there is no 
midwifery specific student data available. Longitudinal follow-up studies are time consuming and 
costly with associated sample attrition. However, obtaining this data in midwifery recruitment is 
considered vital. Therefore my study was designed to enable the generation of this data in a 
longitudinal follow-up study outside the scope of this PhD, (see section 7.4.2). The lack of MMI 
research in midwifery selection formed the basis of my decision to focus my research on developing 
the MMI technique, extrapolating its use to student midwife selection at one HEI in the UK.  
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Chapter Four: Methodology and Methods 
 
4.0: Introduction 
 
The literature review has highlighted the complexities inherent in assessing personal qualities at 
selection. Pragmatic critical assumptions are being made in the context of student midwife selection 
where difficult decisions have to be taken regarding applicants’ suitability for a career in midwifery 
(see section 2.7). In the absence of any midwifery specific data, the study objectives build on 
previous research to: 
1. Define a desirable personal attributes profile of a student midwife 
2. Develop  an MMI model to inform final decisions in student midwife selection 
3. Examine the effectiveness of this model including: 
 Reliability (inter-station, internal consistency)  
 Validity (content, face, construct and predictive) 
 Acceptability from interviewer and applicant perspectives 
4. To evaluate MMIs as a selection tool  for pre-registration midwifery education 
programmes 
 
This chapter describes the methodology and methods used in the study. To meet each objective a 
cross-paradigmatic approach was required featuring a concurrent embedded case study design 
(Creswell and Clark, 2011 and Yin, 2011); multiple methods of inquiry from different paradigms are 
framed within a dialectical perspective (Greene and Caracelli, 1997). A working conceptualisation of 
the design is detailed in section 4.4.1. Presenting a rationale for the methodology and methods, this 
chapter begins with a critical justification of the philosophical foundations and theoretical 
framework which has underpinned the design. Ethical considerations can be found in section 4.10. 
 
4.1 Philosophical foundations 
A close tie exists between the philosophy that a researcher brings to the act of research and how the 
researcher proceeds to use a methodology to focus their enquiry (Creswell, 2012). At the 
commencement of this study I came from a post positivist standpoint, looking for an empirical basis 
to inform my research and practice as a midwife. This position originated from a scientific training 
and subsequent employment in obstetric-led, medicalised maternity units as well as a personal 
aspiration to be able to answer women’s questions as unequivocally as possible. However, I 
encountered a potential dissonance between this position and the methodological design best 
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suited to meeting the study objectives. Having reflected and revisited my position, section 4.2 
explains the epistemological foundations of this research. The personal characteristics identified as 
being desirable in a student midwife (section 2.3) are difficult to define and assess. At selection the 
reality is that judgements are made by admissions tutors regarding candidates’ attributes and 
suitability for a career in midwifery. Hence a post positivist position is helpful where a decision has 
to be made based on the best available evidence. However, I am aware that these decisions are not 
unequivocal and that it would be unrealistic and inaccurate to assume complete objectivity. When 
considering people’s values and attributes, the constructivists’ world view also provides a legitimate 
perspective. This chapter therefore, describes and critically evaluates the dual paradigmatic, multi-
method design of this research which has been justified in the context of the complex research 
questions being asked. Crotty’s (1998) framework, comprising four main elements: epistemology, 
theoretical perspective, methodology and data collection methods were used to structure the 
research design. A diagrammatic representation is featured in Figure 3.  
 
Figure 3: Research Development (Crotty. 1998) 
                 
 
 
 
 
 
        
 
 
 
 
 
4.2 Epistemology 
Epistemology is the theory of knowledge which sees knowledge as underpinning the theoretical 
perspective and methodology of a research design (Crotty, 1998); it represents a way of 
understanding and explaining how we know what we know. In this research, post positivist and 
constructivist world views, were integrated in a cross- paradigmatic, multi-method design. 
A paradigm is a set of generalisations, beliefs and values of a community of specialists (Kuhn, 1970). 
A paradigm frames a specific approach to inquiry, guiding questions asked and methods used 
Epistemology: post positivism, constructivism 
Theoretical Perspective: dialectic 
Methodology:  Multi- methodology 
Method: Case study: correlation survey, reliability measures, semi-
structured questionnaire, focus group 
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(Lincoln and Guba, 1985). It can be defined as a “worldview complete with the assumptions that are 
associated with that view” (Mertens, 2003, p. 139). Within paradigms, ontological assumptions are 
situated within a ‘singular’ reality or world view. Contemporary writers Greene and Caracelli (1997, 
2003) reject a single paradigm, or world view, as an underpinning philosophical foundation in health 
sciences research, in favour of a pluralistic stance. They assert that the diverse approach offered by a 
dual paradigmatic perspective is more able to reflect the complexity of everyday life in society today. 
Cross-paradigmatic research integrates paradigms into a new field. This field contains more than one 
paradigm and cannot be reduced to any single one (Teddlie and Tashakkori, 2009). Having reflected 
on Greene and Caracelli’s (1997) philosophical position, I questioned the extent to which the 
‘complexity of everyday life in today’s society’ (Greene and Caracelli, 1997) has differed throughout 
history. I queried whether this ‘new’ multi-methodological approach is so new. I wanted to explore 
whether I could defend my cross-paradigmatic position, not as a ‘third methodological movement’ 
(Teddlie and Tashakkori, 2009) but as an approach which has established roots in the evolution of 
research philosophy.  
 
Twenty five centuries ago early Greek philosophers began to consider a dual world view. According 
to Aristotle, the ultimate source of knowledge is perception (Barnes, 2000).  Aristotle asserted that 
how individuals understand realities is based on their perception. If individuals do not perceive 
anything, they do not learn or understand anything. Perception is facilitated through observation 
which is the oldest technique used in human behavioural sciences (Teddlie and Tashakkori, 2009). In 
Aristotle’s view, perception is the source of knowledge not the knowledge itself; the “thing” which is 
perceived, becomes registered in the mind and becomes memory. These memories accumulate 
information, which Aristotle describes as “experience” which in turn evolves into knowledge. 
Therefore knowledge itself does not “arrive” until the cause or the individual’s explanation of the 
cause, is understood. Aristotle’s views are contestable in that knowledge is not always acquired 
through experience (Barnes, 2000). Aristotle’s world view contained two halves of a unified 
intellectual perspective: his philosophical considerations and his scientific work. Aristotle’s scientific 
works are based on empirical research which aims to organise and explain phenomena but they are 
also arguably philosophical in that they incorporate reflective or inductive attempts at arriving at the 
‘truth’ (Teddlie and Tashakkori, 2009). Aristotle clearly articulated the value of combining inductive 
and deductive knowledge acquisition. He was arguably the first philosopher-scientist who had a dual 
world view and therefore was the earliest multi-methodologist.  
Kant’s (1724-1804) philosophy later resonated with Aristotle. He also believed that the content of 
knowledge comes from experience (Teddlie and Tashakkori, 2009) and that quantity and quality are 
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essential concepts of all human experience of phenomena. Therefore he was a cross-paradigmatic 
thinker as he appreciated the contribution of differing viewpoints. (Teddlie and Tashakkori, 2009).  
 
Later still, Max Weber (Teddlie and Tashakkori, 2009) espoused a holistic approach to the study of 
human sciences, advocating the incorporation of subjective feelings and experiences as well as more 
objective measures. Reading Hammersley and Atkinson (1995) I found that many 19th Century 
investigators blended quantitative and qualitative methodologies and it was only with the 
development of statistical techniques that the two strands diverged (Adamson, 2005). 
 
In spite of these historical observations, the integration of methodologies has generated intense 
paradigm debate in the 21st Century. Purists assert that paradigms and methods should not be mixed 
(Rossman and Wilson, 1985, Kuhn, 1996, Lincoln and Guba, 1985); ‘situationalists’ suggest that 
certain methods are appropriate for specific situations (Kidder and Fine, 1987), while ‘pragmatists’ 
support the integration of methods in a single study (Rossman and Wilson, 1985, Lancy 1993). My 
research comprises a multi-methods case study. It is cross-paradigmatic incorporating post positivist 
and constructivist ways of knowing where each paradigm offers a legitimate and meaningful 
perspective generating in-depth multidimensional knowledge and understanding (Creswell and 
Clark, 2011).  
 
Postpositivism is described as the ‘intellectual heir’ to positivism (Teddlie and Tashakkori, 2009). 
Comte conceived the word “positivism” in the 1820s (Teddlie and Tashakkori, 2009) to represent the 
science of facts, laws and certainty where only science can provide useful knowledge (Teddlie and 
Tashakkori, 2009). Positivism is associated with quantitative research. The objective ‘causal’ nature 
of positivistic inquiry does not account for human emotions or behaviour from an interpretative 
perspective.  
 
Disenchantment with positivistic philosophy became increasingly endemic in the study of human 
sciences during the mid-20th Century. Philosophers like Popper (1902-1994), Kuhn (1922-1996), and 
Feyerabend (1924-1994) questioned the assumptions underpinning positivism, particularly the 
“objective existence of meaningful reality” (Crotty, 1998). In other words, scientific truth is not 
about showing something to be true (i.e. making a discovery and then showing it to be right) but 
rather it is about trying to prove a theory wrong. Truth cannot be proven in absolute terms as this 
assumes the world will remain unchanged in the future (Crotty, 1998).  In Popper’s philosophy 
(1959) every scientific statement must remain tentative forever and reality cannot be “value 
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neutral” or “ahistorical” (Crotty, 1998). Therefore, however well a theory has withstood rigorous 
testing, it can never be said to be true, but it may be arguably superior to its predecessors 
(Chalmers, 1999). This defines post postpositivism as it emerged as an alternative to positivism. 
Postpositivism is still bound by a quantitatively orientated vision of science (Teddlie and Tashakkori, 
2009) but it represents a more moderated stance rather than the absolute unequivocal perspective 
that positivism espouses.  
 
In postpositivist philosophy, researchers make claims for knowledge based on establishing cause and 
effect, detailed observations and measures of variables or the testing of theories that are 
continuously refined (Slife and Williams, 1995). A central premise is that no matter how 
conscientiously the scientist adheres to a scientific method, research outcomes are neither totally 
objective or absolutely certain (Crotty, 1998). It is these assumptions that underpin the quantitative 
strand of this research. The research is conducted as a case study with its associated contextual 
influences (Yin, 2011). It measures associations and trends empirically, but the findings are neither 
completely objective nor unequivocally certain. The evolving ‘truth’ which underpins postpositivist 
philosophy resonates with Gadamer’s (2006) theory of ‘horizons of understanding’ described in 
Section 2.3. This approach reflects my personal ontological and epistemological perspective, which is 
based on the fluid nature of knowledge acquisition, whether it is objective or subjective. 
 
Constructivism is associated with qualitatively orientated world views. The focus is exclusively on 
“the meaning-making activity of the individuals’ mind” (Crotty, 2012). Constructivists therefore 
believe that understanding or meaning is formed through participants and their subjective views. 
Meaning is generated by social interaction with others, and from an individual’s own personal 
history (Creswell and Clark,  2011). Constructivists argue that an individual’s view of the world is 
valid and worthy of respect. Fundamentally, therefore, a critical element is lacking in contrast to the 
objectivity of postpositivism (Teddlie and Tashakkori, 2009). It is this potential incompatibility 
between positivist/ postpositivist versus constructivist world views that has generated paradigm 
debates. The “value-free” versus the “value-laden” (Teddlie and Tashakkori, 2009) nature of 
positivism and constructivism can be considered to be at either end of a spectrum. Within this 
spectrum many points exist. This research represents both postpositivist and constructivist world 
views and is therefore situated somewhere along this spectrum. Its primarily quantitative 
methodological design, with embedded qualitative element, suggests it would be situated towards 
the positivist end of the continuum. 
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4.3: Theoretical perspective: Dialecticism 
Postpositivist and constructivist world views are integrated in this research in a dialectical enquiry. 
The word ‘dialectic’ originated in Ancient Greece and is associated with Plato (Annas, 2003). Plato 
espoused that the world consists of opposite, but not necessarily opposing ideas or concepts which, 
when put together, synthesise into a whole (Annas, 2003).  
 
A dialectical position argues philosophical paradigms exist and are important. These differences 
cannot be ignored or reconciled but are “honoured, maintaining the integrity of the disparate 
paradigms” (Greene and Caracelli, 1997). This is distinct from ‘pragmatism’. A pragmatic stance also 
acknowledges different paradigm assumptions but methodologies are chosen from a more practical 
“what works” perspective to a given inquiry (Greene and Caracelli, 1997, p.8). An overarching single 
pragmatic world view, shrouds the pragmatic stance. From a dialectical position, multiple paradigms 
are used in research; researchers must be explicit in their use  and respect and acknowledge the 
opposing philosophical tenants of two opposing paradigms (Creswell and Clark, 2011). Greene and 
Caracelli (1997) assert that the tensions invoked in a dual paradigmatic approach, synthesises 
enhanced knowledge and understanding. 
 
In order to examine the effectiveness of the MMI technique, a series of complex objectives were 
identified which originated directly from the research question being asked (section 1.1). Attempts 
to answer each one enabled an in-depth and holistic appreciation of the potential contribution 
MMIs can make to selection processes. Dialecticism is characterised by a synergistic approach. This 
is encapsulated by Fielding and Fielding (1986) and Rowles and Reinharz (1987) in their term 
“weaving back and forth” (Greene and Caracelli, 1997, p.10) where various parts work together to 
produce an enhanced result. This is conceptually distinct from ‘triangulation’.  Triangulation refers to 
the ‘outcome’ when multiple methods are used and brought together in an enquiry; an ‘integrated’ 
or dialectical approach is about the process by which different methods are brought together 
synergistically (Moran-Ellis et al., 2006). To exemplify this, a ‘nested’ or ‘embedded’ two-phase 
design was adopted (see section 4.4.1.2) where each phase contributed to the final MMI model and 
evaluation (Green and Caracelli, 1997). At every stage, the information generated informed 
subsequent developments which culminated in a robust model which was later used in ‘live’ 
selection of student midwives in the 2013-14 recruitment cycle (see section 7.3.3). The underpinning 
philosophy of a dialectical stance was also congruent with the theoretical assumptions I presented in 
the literature review. Knowledge acquisition is a fluid and ongoing process where ‘horizons of 
understanding’ are broadened through different encounters which inform ‘what has been’ and 
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‘what may lie ahead’. The knowledge generated by integrating post positivist and constructivist 
world views in a dialectical inquiry, generated a more complete and insightful understanding than 
either paradigm alone would obtain. (Greene and Caracelli, 1997).  
 
4.4: Multi-Methodology  
Research incorporating more than one methodology has increased in prevalence over the past 20 
years, providing an alternative to the dichotomy of traditional qualitative and quantitative designs. It 
is described as a type of research in which a researcher combines elements of qualitative and 
quantitative research approaches ‘for the purposes of expansion’ (Greene and Caracelli, 1989) or 
enhancing breadth and depth of understanding” (Johnson et al., 2007). Research using more than 
one methodology and its associated multiple methods, reflects a pluralistic perspective with more 
than one way of seeing and hearing the world (Green, 2007). 
 
The central premise supporting the use of multiple methodologies is that quantitative and 
qualitative approaches provide different perspectives or multiple ways of making sense of the world. 
Qualitative research is concerned with transferability not generalizability while quantitative research 
does not generate an individual perspective. Each has its associated limitations but, by using both in 
a research design, the strengths of one methodology can mitigate against the limitations of the 
other (Creswell and Clark, 2011). When conducting research which incorporates different 
methodologies, clarity should be ensured regarding: what is being ‘mixed’ i.e. is it the methods or 
methodologies; the timing in the research when the ‘mixing’ takes place e.g. during data collection 
or analysis; the scope of the ‘mixing’ e.g. from paradigms to data and the rationale for the ‘mixing’ 
(Creswell, Clark 2011). This research is conceptualised as multi-methodology where, at the 
conception stage, both quantitative and qualitative approaches were used to answer the research 
questions from a dialectical position, see section 4.3. It is not conceived as ‘mixed’ methods as, while 
more than one method has been used, ‘cross-methods’ data analysis was not required to meet the 
study objectives. 
 
4.4.1 Design 
The overall research design was in two phases (Figure 4): Phase 1 comprised the development and 
pre-test phase. This was followed by Phase 2, the concurrent embedded case study incorporating 
survey methods, reliability (internal consistency) measures in addition to generating interviewer and 
applicant perspectives using qualitative methods. In Phase 1, initial MMI development was informed 
through appraising published literature followed by expert review and subsequent pre-testing and 
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revision. This stage was integral to the research process (Yin, 2011) as a validated MMI tool 
specifically for student midwife recruitment was unavailable in the UK. The second phase involved 
administering MMIs to pre-registration student midwives at the University of Surrey to assess 
reliability (internal consistency, inter-station) and validity (content, face, construct and predictive). 
Finally, an acceptability perspective was obtained by in-depth follow-up from interviewer and 
candidate perspectives using a focus group and questionnaires respectively, see Figure 5. 
 
Figure 4. Overall Research Design 
 
 
                                 
 
 
 
 
 
 
 
Phase Two  
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July 2013  
Pilot:     
Concurrent 
Embedded Case 
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Phase One 
 April 2010-
August 2011  
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development and 
pre-testing 
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4.4.1.1: Phase One 
Instrument development 
Section 3.5 concludes by suggesting that the aim of an admissions instrument for use in student 
midwife selection is to  assess, as accurately as possible, an individual’s personal qualities 
commensurate with those identified as important by stakeholders and professional organisations, 
for example the NMC and ICM. ‘Emotionality’ or ‘EI’ have been identified as important (Hunter, 
2009, Patterson, 2011) but other additional values and attributes are also relevant (NMC, 2009, 
2010, ICM, 2011, DH, 2012). In addition, Yen’s (2011) caution was noted where she concluded that, 
in the current absence of clear understanding about what EI measures actually assess, they should 
not be used for admissions purposes until more robust evidence is available. The aim of the MMIs 
was thus to provide a selection instrument which had the potential to assess those personality 
qualities commensurate with a ‘good midwife’. 
 
MMI models and scenarios had been validated primarily in medical student recruitment at the 
commencement of this research. However, none were available specifically relating to student 
midwife selection in the UK. I recognised the potential problems associated with using instruments 
of questionable applicability (Mahoney, 1995). Developing a new assessment instrument presented 
several challenges. Questions that appeared to be appropriate to the author were not necessarily 
reliable or valid as they may have been written in a way that was open to misinterpretation by 
others. Streiner and Norman (1999) assert that no amount of statistical manipulation ‘after the fact’, 
or once a questionnaire has been administered and completed by respondents, can compensate for 
poorly chosen questions. To enhance rigour, the principles underpinning DeVellis’s (2003) work on 
scale development were adopted. DeVellis’s framework was designed to inform the development of 
psychometric tools in the form of self-report questionnaires exploring people’s beliefs and attitudes. 
While MMIs are not self-report tools, the principles DeVellis describes to underpin the development 
of a robust tool within a social science paradigm were considered applicable. The model assumes 
that existing literature has been consulted and that no valid measurement scale, in this case MMI 
scenarios, exist. DeVellis (2003) proposes the following eight-step approach: 
 
Step 1: Determine what you want to measure: DeVellis (2003) advocates thinking carefully about 
the constructs to be measured as this can be more complex than the researcher may have initially 
appreciated; clarity is vital. It was essential to ensure content validity i.e. that the values and 
attributes being assessed were ones that reflected those considered desirable of a student midwife 
as well as upholding the University’s programme philosophy. A structured literature search revealed 
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that mothers have a definitive idea of the values and   attributes they considered important in their 
care provider (Section 2.5). These were compared to those encapsulated by NMC (2009, 2010) and 
the ICM (2011) documentation. In addition midwives’ views of a “good” midwife were elucidated 
from the literature (See Section 2.4). A variety of constructs were identified including: engagement 
and ability to create rapport; self-awareness; listening skills; honesty and integrity; kindness, 
compassion and caring; reflective nature; empathy; respect for difference and diversity; awareness 
of the role of the midwife; intellectual curiosity; advocacy; respect for privacy and dignity, team 
working, initiative and problem solving (see section 5.1). During this development stage I discovered, 
through correspondence with S. McBurney, Nursing Admissions Tutor at the University of British 
Colombia, Canada, that MMIs had recently been adopted there in midwifery selection. No published 
research was available so I contacted the Midwifery Admissions Tutor at the University of British 
Colombia directly. She sent me the Interviewers’ Manual used by their Division of Midwifery for 
MMI selection. The desirable personal attributes were listed including ‘assertiveness with grace’. 
This was not a phrasing I had encountered anywhere else before but I felt it resonated and 
underpinned many of the other key features I had identified, for example, to be an advocate for 
women a midwife must be able to offer support and advice, liaise and uphold a women’s rights and 
‘wants’ in any given situation. While not a commonly used phrase in the UK, I understood it to be 
appropriate and included it in the final desirable profile list (see section 5.1), subject to piloting. 
To ensure face validity, this personal profile or ‘blueprint’ was shared with nine colleagues at the 
University of Surrey to ensure that there was agreement that it accurately reflected the midwifery 
programme philosophy. Staff included in this scrutiny included the Lead Midwife for Education, 
Senior Lecturer (clinical), two staff with doctorates, one Senior Teaching Fellow and four Teaching 
Fellows. ‘Effective communication’ emerged as a key skill central to all other constructs. I made the 
decision to deviate from other MMI models (Eva et al., 2004a and Roberts et al., 2008, O’Brien et al., 
2011) and assess communication as a generic skill at every station rather than one specific station. 
The phrase ‘assertiveness with grace’ was discussed at length and agreed that it should be included, 
subject to piloting to ensure consistency of understanding amongst interviewers, see Step 3. The 
profile was also presented to the service users who attended the Programme Team meetings. This 
was to ensure that it reflected a mothers’ perspective; a perspective fundamental to achieving the 
aims of the study. 
 
Step 2: Generate an item pool and begin the process of writing the items: DeVellis (2003) suggests 
this is the most difficult stage because of the potential ambiguity associated with phrasing 
statements or questions. This can include lengthy, overtly positive or negatively worded items. 
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Streiner and Noman (1999) also refer to the need to eliminate items which are ambiguous or 
incomprehensible. They suggest the avoidance of jargon or terms which are used only by certain 
groups of people; or questions which in fact ask two or more questions at the same time. Value-
laden terms or words should also be avoided. Ensuring construct validity of the interviews was a 
challenge because no validated scenarios were available for pre-registration student midwife 
selection in the UK in 2010. A structured literature search revealed validated scenarios for medical 
students internationally. These included Eva et al., (2004a, 2009) in Canada, Roberts et al., (2008) in 
Australia, and O’Brien et al., in England (2011). McBurney and Carty (2009) developed scenarios for 
nursing student selection at the University of British Colombia. I contacted them to ask if they were 
willing to share details of their MMI models, scenarios as well as offering general practical and 
logistical advice. Their scenarios were not replicated in this study as they included testing 
underpinning clinical knowledge which could not be assumed in all midwifery applicants in the UK. 
Eva responded with station examples and candidate assessment tool; Roberts replied with the MMI 
training manual he had developed at the University of Sydney in addition to an attributes ‘blueprint’, 
station examples and assessment criteria. McBurney emailed practical advice on MMI 
implementation. The Midwifery Admissions Tutor at the University of British Colombia) shared the 
training manual used by the University of British Colombia but was unable to share the MMI 
scenarios being used in their midwifery student selection (see Table 5). Having appraised the 
available literature, scenarios were written in draft form. These were designed to assess the values 
and attributes elucidated in Step 1. During this time, an extensive supplementary web-based search 
revealed that St George’s, University of London, had piloted MMIs in medical student recruitment 
during their 2008/9 cycle then subsequently replaced the personal interview for their 2009/10 
admissions. 
I contacted the admissions team at St George’s and was offered the opportunity to attend an MMI 
training day (27.10.10) to become an MMI interviewer. Following successful completion of the 
training as well as St George’s Equity and Diversity training (online November, 2010) I was accepted 
as an MMI assessor and invited to participate in an MMI selection day on 13.12.10. During the day I 
become fully conversant with the MMI model and scenarios used by St George’s as well as potential 
administrative challenges. Content validity was ensured through using the General Medical Council 
(GMC) Model of Competencies (GMC, 2009) resulting in the following attributes being assessed: 
academic ability, empathy, initiative and resilience, communication skills, organisation and problem 
solving, team working, insight and integrity, and effective learning styles. This corresponded 
favourably with my approach in step 1. In Eva et al’s., (2004a) MMI scenario, supplementary trigger 
questions were used to assist candidates should they flounder and require prompting. Admissions 
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staff at St George’s regarded each MMI station as a form of OSCE-type examination where there 
should be minimal communication between the interviewer and the candidate. Therefore 
candidates were read the station scenario or question and asked to respond. Interviewers were 
allowed to repeat the scenario or question or ask the candidate if there was anything further they 
wished to add. Prompt questions were not included to ensure parity of opportunity for each 
applicant. Should a candidate finish their answer before the allocated five minutes were completed, 
they remained at their station in silence until they were instructed to move to the next station. If 
candidates had not completed their answer during the five minutes, they had to stop and move on. 
My initial scenarios included trigger or prompt questions (see section 5.3.1) in accordance with Eva 
et al’s., early work (2004a). However, Section 4.4.1.1 reveals the evolving nature of my development 
journey where scenarios were modified according to feedback. This resulted in the final scenarios 
which had no associated trigger questions, see section 5.4. 
 
Step 3: Determine the format for measurement: In accordance with validated approaches in 
medical student selection (Eva et al., 2004a, O’Brien et al., 2011) as well as those experienced at St 
Georges, University of London,  each candidate’s response to the scenarios was rated on a Likert-
type scale. At St George’s (2010), candidates were rated on a five-point Likert-type scale, one being 
poor and five representing excellent. In addition there was a ‘red flag’ system which highlighted any 
candidate who exhibited inappropriate behaviour or whose responses were cause for concern. Each 
candidate was finally given an overall ‘global rating’ of ‘excellent, acceptable or unacceptable’. 
During pre-testing a five point scale was piloted (see section 5.3.1) which was subsequently revised 
to a seven-point scale, see section 5.5, Box 12. This was because applications to the Midwifery 
programme at the University of Surrey annually exceed the number of places by 20:1. In this 
competitive climate, distinguishing between high calibre candidates is a challenge. The seven-point 
scale allowed for detailed differentiation between candidates from excellent, to very good, good, 
satisfactory, borderline, poor and unsatisfactory. Standard descriptors were available for each point 
on the scale, see section 5.5.1. Streiner and Norman (1999) consider the potential impact of ‘end 
aversion bias’. This refers to the reluctance of some people to use the extreme categories of a scale. 
Respondents may have difficulty making absolute judgements. This was carefully monitored and 
assessed during piloting to ascertain whether this was a potential issue. Respondents consistently 
used all options within the scales so the seven point scale was considered appropriate. The findings 
endorse this approach where mean, minimum and maximum scores and standard deviations are 
reported (see Table 9, section 6.2). Each scenario had a dedicated scoring pro forma reflecting the 
station specific content. The phrasing of these constructs was developed and revised during step 4 
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and step 6. The phrase ‘assertiveness with grace’ endured extensive piloting during Steps 4 and 6 to 
ensure inter-rater reliability. The score sheets comprised station-specific criteria as well as generic 
communication skills criteria and an ‘overall impression’, see section 5.5. The ‘overall impression’ 
represented an assessment of each candidate’s ‘suitability for a career in midwifery taking into 
consideration their strength of arguments, ability to perform under stress and creative thinking’. This 
‘overall view’ was called the ‘global rating’. As well as offering additional assessment criteria 
information, it also provided an additional internal reliability measure, see section 4.6.5. 
 
Step 4: Have the initial item pool reviewed by experts: Dr K. Eva (2004a) first developed MMIs in 
medical student selection in Ontario. McBurney and Carty (2009) went on to adapt Eva’s model in 
nursing recruitment at the University of British Colombia, Vancouver. All were contacted by email 
requesting their expert advice and feedback regarding the scenarios and model proposed. Eva and 
McBurney responded (see Table 5 and Appendix 12) with informed insights suggesting: the 
avoidance of scenarios which might infer a socially desirable response, phrasing in the present tense; 
ensuring scenarios were non-clinically based scenarios as the aim was not to test clinical knowledge; 
to omit any unimaginable hypothetical scenarios or leading questions; and to ensure equal 
weighting of each station scenario to the final score. Scenarios were refined accordingly. Details of 
the emerging scenarios can be found in section 5.3. 
 
Step 5: Consider inclusion of validated items: DeVellis (2003) suggests that questions should be 
included which validate the scale. Respondents’ may, for example, have other influences that could 
impact on their responses which could not have been predicted. A station was therefore dedicated 
to questioning ‘What do you understand to be the role of the midwife’ and ‘what is it about 
midwifery that attracts you to the profession’? This elicited clear insight into candidates’ motivation 
to join the midwifery profession with responses, for example, “I don’t know”, “I’m not sure between 
nursing and midwifery”, or “I want be a midwife because  ... ”. 
 
Step 6: Administer items to a development sample: It is argued that the best way to ensure that 
items are understood, unambiguous, and jargon-free is to pre-test them on a group of individuals 
comparable to the research cohort. The proposed model and scenarios were tested on third year 
student midwives at the University of Surrey in July 2011. This was a convenience sample but it was 
ensured that these student’s profiles were representative of pre-registration student midwives in 
terms of their age, academic entry point and gender. Students were asked for their views using a 
semi-structured questionnaire, see Appendix 4 as well as verbal feedback.  
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Step 7: Evaluate items: Further modifications were made following the pre-testing in Step 6. These 
included: refining the wording of some questions for clarity; improving the phrasing of the scenarios 
to make them more concise and changing the formatting by accentuating the questions in bold to 
help candidates navigate the scenarios. Final scenarios can be found in section 5.4. 
 
Step 8: Optimise scale length: Published research was consulted regarding the optimal number of 
scenarios in any one circuit. The researcher questioned whether fewer, longer stations e.g. three, 
ten-minute stations would be more reliable than a greater number of shorter stations e.g. ten, 
three-minute stations. Eva et al., (2004a) and Roberts et al., (2008) calculated that increasing the 
number of stations without changing the length of time at each station positively impacted on 
reliability. Dodson et al., (2009) concluded that reliability increased with length of time at each 
station. The cost and logistical impact of a greater number of stations and more time at each station 
were vital practical implications to be considered. An eight-station model (see section 5.2) was 
piloted, informed by findings from prior MMI studies (Roberts et al., 2008, O’Brien et al., 2011) as 
well as  Van de Vleuten’s (Wass, Van der Vleuten et al. 2001) seminal research exploring assessment 
accuracy, see section 3.2. 
 
The operationalization of DeVellis framework is summarised in the following table detailing the 
chronological development of MMIs 
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Table: 5 Chronological development of MMIs 
 
Activity Key dates 
Systematic literature search for validated MMI scenarios June 2010 – June 2011 
Contact established with experts in the field: K. Eva (McMaster 
University, Canada), C. Roberts (University of Sydney), S. McBurney  
(University of British Colombia), K. Salmon (University of Liverpool) 
June 2010 – October 2010 
Contact established with St George’s, University of London 06.10.10 
Staff introduction to MMI methodology at University of Surrey 
including presentation of draft MMI attributes profile 
14.10.10 
St Georges, University of London, MMI training day 27.10.10 
St Georges, University of London, MMI interview day 13.12.10 
Draft MMIs and assessment tool emailed to MMI experts: K Eva, C 
Roberts, S McBurney and S Vedam for comment with consent 
January 2011 
Responses from K Eva and S McBurney January - February 2011 
Pre-test MMIs, September 2008 BSc student midwives  29.07.11 
Midwifery staff evaluation of draft MMIs August 2011 
MMIs refined in preparation for data collection July – September 2011 
University of Surrey staff training in MMI administration and 
evaluation of assessment tool 
17.08.11 and 15.09.11 
MMI data collection days 22.09.11, 08.10.12 and 
10.10.12 
 
The final scenarios and scoring pro-forma can be found in sections 5.4 and 5.5 respectively. 
 
 
 
94 
 
Pre-Test 
On 27.07.11 24, third year under-graduate student midwives, (September 2008 cohort) agreed to 
review draft scenarios. They had no prior experience of MMIs; they were a convenience sample of 
current students who were willing to be involved in developing a new technique.  
MMIs, as a selection measure, were explained to them so that the students were able to 
contextualise what it was they were being asked to feedback on. They were divided into three 
groups and given eight draft scenarios to consider. They were asked to discuss whether they: 
 Understood the scenario 
 Understood what was required of them 
 Would be able to answer without the prompt questions 
 Thought the prompt questions were fair 
 Could think of any constructive additions or edits to the scenarios  
 Could interpret what the scenario was assessing 
 Could offer any additional comments 
 
See Appendix 4 for a copy of the evaluation questionnaire 
Each group spent approximately five minutes on each scenario. They were then asked to feedback 
their suggestions for each scenario verbally as well as complete the evaluation questionnaire.  
Informative insights were generated which were incorporated in the final scenarios used in the pilot 
study. These included, for example:  
 Draft station 1: this was considered too ‘wordy’ with six questions. This was cut down to 
three in the final version 
 Draft station 6: the sentence ‘you are concerned that the lady might not be fully in 
possession of all the information she needs to make informed choices about her care’ was 
removed. This was because it was felt that it directed possible responses by suggesting what 
the interviewers were looking for.  
Following feedback and subsequent edits from the September 2008 students, revised scenarios were 
presented to midwifery academic staff for their views. Their comments centred predominantly on 
grammar and phrasing, for example:  
 Draft scenario 7: the word ‘pertinent’ was used. It was suggested by some staff that 
applicants may not know what that meant; others considered it to be appropriate wording. 
As the September 2008 students had not raised a concern over this, it was left in.  
 Draft scenario 6: this was amended again to omit the line ‘the hospital interpreter service is 
currently suspended due to financial cut backs’.  
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It was reassuring that students were able to identify what was being assessed in each scenario.  The 
final scenarios used in the study represented a culmination of all feedback and suggested edits, see 
section 5.4. 
 
4.4.1.2: Phase Two:  Concurrent Embedded Design 
 
Box 6 summarises the design of the study including key dates. Figure 5 details the design for Phase 
Two and complements Box 6. 
 
Box 6: Key dates and points in the research 
 
 Pilot data collection days: On 22.09.2011, 08.10.12 and 10.10.12 a total of 62 student 
midwives from the September 2011 and 2012 cohorts undertook ‘mock’ MMIs during the 
first week of their programme. Written consent was obtained. Participants were assigned 
code numbers to maintain anonymity. Students at this stage had not met their personal 
tutor so there was no impact of perceived performance related outcomes. Two interview 
dates were required so the second cohort (October 2012) could fit in with a revised 
timetable. 
 Participants were asked to evaluate their experiences by completing a semi-structured 
questionnaire immediately following their MMIs. This was to improve response rates as well 
as to generate an informed perspective which had not been influenced either by anyone else 
or the impact of time or programme progression.  
 Interviewers took part in a focus group on the 10.10.12 following completion of the MMIs 
 At the end of their Year One, 57 participants remained on the programme. Associations 
were explored between students MMI score and their end of year practice performance, 
assessed by mentor grading and OSCE score. 
 
 
The embedded design features one methodology located within another (Green and Caracelli 1997, 
Yin, 2009, Creswell and Clark, 2011). In this dual paradigmatic design, a qualitative component was 
embedded in a predominantly quantitative framework. Figure 5 (section 4.4.1) features a 
diagrammatic representation of the design. Qualitative data from the focus group and open 
questions from the questionnaire were ‘embedded’ within an overarching quantitative design 
comprising a survey (reliability and validity) and closed question responses. Without the more in-
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depth acceptability information generated from interviewer and applicant perspectives, the data 
referred only to the reliability and validity of the MMI with some overall acceptability views from 
candidates. While this was considered valuable, unless the MMI as a tool is acceptable from a user 
perspective, it has limited practical application. This multi-methodological approach generated a 
broader and deeper understanding regarding the potential contribution of the MMI technique to 
pre-registration student midwife selection processes. Embedded designs can be either sequential or 
concurrent; it is the timing of the collection and analysis of the supplementary “embedded” data, 
which determines this (Creswell and Clark, 2011). Candidates and interviewers were asked to 
complete a questionnaire and take part in a focus group, respectively, immediately after their MMI 
circuits. This was concurrent rather than sequential activity, and was therefore reflected in the 
design approach (Creswell and Clark, 2011). 
 
4.5: Methods: The Case Study  
Case study research involves the in-depth study of a “contemporary phenomenon or case” in its 
real-life context (Stake, 1995, Yin, 2009). It enables the generation of holistic and meaningful, 
context-embodied knowledge, and understanding about real life events (Yin, 2009). The case study 
relies on multiple sources of evidence which, in a hybrid design, (Creswell and Clark, 2011) can have 
quantitative and qualitative origins (Teddlie and Tashakkori, 2009, Yin, 2009). Case study offers a 
bridge across the traditional research paradigms, representing ontological, epistemological and 
methodological flexibility (Luck and Usher, 2006). It remains an empirical approach to enquiry (Yin, 
2009) which complements the theoretical framework described in section 4.1and 4.2.  
 
An in-depth study of a “single case” (Scholz and Tietje, 2002, Yin, 2009) addressed the study 
objectives defined in section 1.1.  The ‘case’ was pre-registration student midwives at the University 
of Surrey (including the September 2011 and September 2012 cohorts) in the first year of their 
training, and teaching staff involved in the MMI administration. During the first week of their 
programme participants underwent ‘mock’ MMIs.  These MMI scores were analysed in relation to 
participants’ end of year one practice outcomes, including mentor grading and OSCE result. Tool 
evaluation, from interviewee and interviewer perspectives, took place immediately after the ‘mock’ 
interviews. Interviewers took part in a focus group in the afternoon of the final MMI day (10.10.12). 
 
The multiple origins of evidence in this research were cross paradigmatic, derived from a 
correlational survey, reliability measures as well as a semi-structured questionnaire and a focus 
group. Definitions, strengths and weaknesses of each method are described in sections 4.5.1 to 
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4.5.4. Referring back to the philosophical framework for this research (section 4.1 and 4.2), the use 
of the case study method is justified to incorporate different methods and methodologies while still 
focusing on an empirical enquiry (Yin, 2009). 
 
As a research method, case studies can enhance knowledge and understanding of complex 
individual, group and organisational phenomena which are contextually bound (Yin, 2009). An 
experiment aims to be objective, deliberately divorcing that which is being investigated from its 
context. In a case study the context is important. In this research the context was the School of 
Health and Social Care at the University of Surrey. The potential limitations of this in terms of 
generalizability are acknowledged (Stake, 1995) and how it is addressed in future research is 
discussed in section 7.4.1.   
 
A second potential limitation of case study research is its inability to evidence the “causal 
relationship” associated with experimental designs.  It is argued that, rather than “down-grading” 
the results of this cross-paradigmatic approach, unique, in-depth evidence was generated. A possible 
association between students’ MMI scores and their performance in clinical practice at the end of 
Year 1, which was estimated using OSCE results and mentor grading, was explored as well as the 
internal consistency of the tools themselves. This was complemented by a user and acceptability 
perspective. This multi-faceted approach and associated findings provided a broad and 
comprehensive understanding of MMIs than would have been generated with any single method. 
 
In section 4.6 it is evidenced that a robust study was undertaken which aimed to address possible 
potential design weaknesses. The methods used for data collection within the case study framework 
(see figure 5) are now described. 
 
4.5.1: Correlation survey  
Correlation values, using Pearson product moment coefficient, were calculated for each student 
using their MMI score and end of Year One practice proficiency grades reported by mentor grading 
and clinical assessment (OSCE) result.  This approach answers the research question and objectives 
(section 1.1) which aimed to explore the predictive validity, or ‘association’ between MMI score and 
subsequent performance in clinical practice using mentor grading and OSCE result  (Black, 2003).  
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4.5.2: Reliability measures:  
A reliable tool is one which consistently measures or observes the same phenomenon (Parahoo, 
2014). Therefore, the reliability of a tool refers to the accuracy and consistency of the measurements 
generated by the tool (Rees, 2011). The reliability of the MMI is a measure of the degree to which 
candidates can be consistently discriminated between. Challenges manifest themselves when 
attempting to quantify reliability. This is illustrated in the fact that when a series of measurements is 
carried out on a group of participants, it is highly unlikely that everyone will respond in the same 
way and end up with the same score. The difference in scores can be attributed, in part, to naturally 
occurring trait differences amongst any population and also to an error in the instrument being 
used.  This variability is described mathematically as variance (Black, 2003). Reliability can be 
conceptualised as an indication of what proportion of the variability in a score is due to the 
measurement tool being used. Reliability scores are only ever estimates. There will always be an 
element of ‘never known true variance scores’ due to naturally occurring differences in populations. 
There are several different indicators of reliability: test-retest reliability, inter-item, internal 
consistency within an instrument, and inter-rater reliability (Black, 2003). Test-retest reliability was 
not relevant to this research as, over time, candidates’ responses may alter due to external reasons 
other than the reliability of the tool itself, for example, emotional development once exposed to 
elements of the programme. It was also not possible to measure inter-rater reliability.  Participants 
were asked to respond to a different scenario at each station. Therefore while there was some 
repetition of questions at each station, these cannot be compared as candidates answered questions 
specifically within the context of each scenario. Inter-rater reliability was not measured as one 
interviewer was assigned to each station according to O’Brien et al., (2011). 
The internal consistency of the MMI scenario scores was measured.  It was important to establish 
whether each criteria within the score sheets contributed equally to the assessment process and 
whether each station score contributed equally to the overall score for each participant. Cronbach’s 
alpha coefficient was used. A reliable tool will have a Cronbach’s alpha coefficient of 0.7 or above 
(Black, 2003). Critiques of Cronbach’s alpha suggest that other measures, for example, G coefficient 
are more accurate estimates of reliability, as explained in see section 3.3.2. For the purposes of this 
pilot Cronbach's was considered to be appropriate. To add rigour, item-total correlations were 
calculated for each station. This assessed the degree to which each criteria within the scale 
correlated to the overall total score; low values (<.3) indicate that the criteria within the scale is 
measuring something different from the scale as a whole. Results can be found in section 6.2.1.3. 
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‘Inter-station’ reliability was measured by examining correlations between station total scores. Low 
correlations between station total scores would suggest that each station was measuring something 
different which is the aim of the MMIs. 
4.5.3: Acceptability questionnaire 
Candidates’ views of their MMIs were sought in a written response format using a questionnaire. 
The content of the questionnaire was developed from validated tools and questions used by 
Humphrey et al., (2008), Hofmeister et al., (2008) and Razack et al., (2009). In addition, the format of 
the closed questions were structured to facilitate analysis using SPSS. One specific question was 
included which asked whether respondents had taken part in MMIs previously. This was asked as 
previous participation may have influenced their experience and feedback. To maximise their 
reliability and validity, questionnaires were piloted on the September 2008 cohort of pre-registration 
student midwives at the University of Surrey and refined accordingly. 
 
Representing a predominantly quantitative approach, questions were standardised i.e. the same 
questions were asked in the same order to all respondents. Questions were mainly structured with 
predetermined response answers in a Likert-type scale format (Parahoo, 2014) where a ‘total’ score 
was not generated but the evaluation of each item was reported individually (section 6.3.1). This 
confined the respondent to the range of options offered. Questions were complemented with a 
number of open questions designed to elicit free text comments. The questionnaire allowed for 
quantification using descriptive statistics, plus the opportunity for respondents to make their 
feelings known through free text comments. Self-report questionnaires are potentially 
disadvantaged by the number of respondents that complete and return them i.e. the response rate. 
To maximise the response rate candidates were asked to complete the questionnaire immediately 
after their MMI circuit. 
 
4.5.4: Interviewer Focus Group 
Focus groups consist of a small group of people who are brought together to explore attitudes, 
perceptions, feelings and ideas (Denscombe, 1998). Groups are "carefully planned discussions 
designed to obtain perceptions on a defined area of interest in a permissive, non-threatening 
environment" (Krueger and Casey 2000). As an interview technique they facilitate access to the 
attitudes and experiences of individuals. Focus groups are synonymous with a dynamic and 
interactive medium (Wilkinson, Joffee and Yardley 2004). It was for this reason that they were 
selected to obtain information regarding interviewers’ views of the MMI technique. Emphasis is 
placed on group interaction as a means of eliciting information where individuals raise and 
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contextualise issues important to one another (Kitzinger, 1994). It was anticipated that the free flow 
of discussion between participants would generate a more meaningful and holistic insight than 1:1 
interviews (Wilkinson, Joffee and Yardley, 2004). One potential challenge of these groups is the 
ability to focus the discussion so that each individual participant has the opportunity to express their 
views. There is a risk that the discussion can be dominated by one individual. Attempts were made 
to mitigate against this by establishing ground rules at the beginning of the focus group (Wilkinson, 
Joffee and Yardley, 2004).  
 
The optimal number of participants in focus groups has been debated. Teddlie and Tashakkori (2009) 
state six to eight individuals while Krueger and Casey (2000) ascribe to between five and ten. Teddlie 
and Tashakkori’s definition was adopted where the focus group involved nine individuals. To reduce 
the potential impact of bias (see section 4.7) a third party moderator conducted the focus group. 
The implications of being ‘an insider’ or known to the group, as opposed to being an ‘outsider’ or 
unknown to the group, (Dwyer and Buckle, 2009) is debated in the literature. Kanuha (2000) 
discusses how being ‘an insider’ might enhance the depth and breadth of understanding gained but  
raises questions over objectivity and authenticity because the researcher may be too close to the 
phenomena being studied. Drawing on Fay’s work (1996) the dialectical positioning of this study (see 
section 4.3) can be applied where differences are not considered absolute, they might be opposite 
but not necessarily opposing (Annas, 2003). Being a member of the group does not assure 
acceptance but not being a member of a group does not assure complete difference (Fay, 1996).  
Given that I had long-term collegial relationships with the participants I remained concerned that my 
presence might compromise the relative freedom of expression of their views. I therefore asked an 
experienced researcher who was unknown to the participants to facilitate the discussion. I 
appreciate that this might have influenced my ability to capture participant’s emotions. Section 
6.3.2.3 aims to address this by reporting participants expression of their emotions in their own 
words. The focus group took the form of a structured interview. The facilitator had an interview 
schedule outlining broad themes and open questions for inclusion (see Appendix 5). The narrative 
generated was recorded using two audio recorders to ensure back up was available should one 
device fail.  
 
4.6 Ensuring study rigour 
The study objectives, see section 1.1 have been met. A desirable attributes profile was defined (see 
section 5.1), MMI scenarios and a bespoke model were developed to assess these personal qualities 
(sections 5.2-5.5).  
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Section 6.2.1 and 6.2.2 present study findings in relation to reliability (inter-station and internal 
consistency) and predictive validity respectively. Content, face and construct validity are evidenced 
in section 4.4.1.1. Acceptability findings can be found in sections 6.2.3, 6.3.1, 6.3.2 from candidate 
and interviewer perspectives. 
The importance of conducting studies in a logical, systematic way with specific regard to those 
factors that may influence the accuracy of the results cannot be understated. Due to the multi-
methodology, and associated multiple methods of data collection, it was essential that each strand 
was systematically approached and executed. According to Black (2003) and Yin (2009) the following 
tests were applied to ensure quality and rigour in the design: construct validity, internal validity, 
external validity and reliability.  
 
4.6.1 Content validity: It was essential to ensure that the personal characteristics assessed reflected 
those considered desirable of a student midwife as well as upholding the programme philosophy of 
the University of Surrey. Section 2.5 reveals that mothers have a definitive idea as to the personal 
values and attributes they desired in a student midwife. These were listed and compared to those 
encapsulated by the NMC (2009, 2010) and ICM (2010). In addition, midwives’ views of a “good 
midwife”, (section 2.4) and desirable attributes of a student midwife were searched for and 
identified (section 2.3).  A list was generated which included: engagement and ability to create 
rapport; self-awareness; listening skills; honesty and integrity; kindness, compassion and caring; 
reflective nature; empathy; respect for difference and diversity; awareness of the role of the 
midwife; intellectual curiosity; advocacy; respect for privacy and dignity, team working, initiative and 
problem solving. 
 
Eva et al., (2004a) and Roberts et al., (2008) developed a desirable attributes profile which they 
presented to relevant HEI colleagues in order to ensure that the profile, or ‘blueprint’, accurately 
reflected a particular HEI training programme philosophy. In line with this process I shared the 
desirable attributes profile, generated from the literature, to the same academic staff at the 
University of Surrey for scrutiny. Detailed feedback was given where staff indicated that they were in 
agreement that the list represented the programme philosophy at the University of Surrey.  Content 
validity was also enhanced by assessing communication skills at each station as opposed to one 
dedicated station (see section 4.4.1.1). 
 
4.6.2: Construct validity. This refers to the measures used to collect the data; whether they are 
“subjective judgements” or validated tools which measure what they intend to measure (Black, 
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2003; Creswell and Clark, 2011). Validated MMI scenarios for pre-registration student midwife 
recruitment were not available in the UK in 2010. A systematic literature search revealed validated 
MMI scenarios and desirable attribute domains primarily in medical student selection 
internationally. These included Eva et al., (2004a) in Canada, Roberts et al., (2008) in Australia. 
McBurney and Vedam (2009) adapted the MMI technique for nursing and midwifery student 
selection at the University of British Colombia. Their validated MMIs were not replicated in this 
research as they included clinically based content not applicable to student midwife selection. These 
experts were contacted in spring 2011 and asked if they could offer feedback on pilot scenarios as 
well as any additional advice or information. Further details are presented in Step 4, section 4.4.1.1).  
In October 2010, following a web-based search, I contacted St George’s, University of London, who 
had replaced using the personal interview with MMIs in their 2009/10 recruitment cycle. At this 
time, no information was published in any peer review journals. St George’s had structured their 
MMI model on Eva’s (2004a) early work. In order to meet the demands of a pressured admissions 
process, however, St George’s had modified the MMI model to eight, five-minute stations with 30 
seconds between each station and a 20-minute break between each cycle. This enabled 35 
candidates to be assessed on each selection day. I replicated this model initially but, following 
piloting, changed the scoring time to one minute between stations in response to interviewer 
feedback. 
MMI research had been carried out in veterinary student selection. These models were excluded as 
the desirable attributes profile did not reflect key features in the NMC (2009, 2010) framework, for 
example, empathy and intuition. To inform this decision, the Director of Admissions at the University 
of Liverpool School Of Veterinary Science was contacted in October 2010. They replied with detailed 
information regarding the MMI model being used and station examples. The attributes that were 
assessed were: critical thinking, scientific ability, knowledge of the profession, motivation, reflective 
ability, critical thinking, communication skills, ethical knowledge, knowledge of animal welfare issues 
and appreciation of the stress of the profession. Kindness, compassion, empathy and intuition were 
not evident which provided justification for the decision not to include these validated tools. 
Candidates at St George’s, University of London were assessed on a five-point Likert-type scale, one 
being poor and five representing excellent (see section 4.4.1.1 , step 3). In addition to St George’s, I 
consulted the assessment tools used by Eva et al., (2004a), Roberts et al., (2008), Vedam (2009) and 
O’Brien et al., (2011). Because of the generic communication skills domain in each scenario in this 
research and the need to accurately differentiate between high-calibre candidates in a competitive 
milieu, a seven point scale was adopted (see section 4.4.1.1). Finally St George’s used a ‘red flag’ 
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system which highlighted any candidate who exhibited inappropriate behaviour or was cause for 
concern (O’Brien et al., 2011). The assessment tool in this research also included a ‘red flag’ as well 
as a ‘global rating’ or overall impression as to the candidates’ suitability for a career in midwifery. 
Interviewers were required to rate candidates taking into account their strength of arguments, 
ability to perform under stress and creative thinking. 
 
4.6.3: Internal validity: According to Yin (2009) this relates to establishing the existence, or not, of 
relationships. In this research an ‘association’ between MMI score and performance in practice was 
assessed. To enhance rigour, the principles underpinning ensuring internal validity were applied. 
Students’ MMI scores were compared to two practice-related outcomes rather than one: mentor 
grading and assessment of clinical proficiency in a postnatal OSCE. It was proposed that, if an 
association were found between both, this offers greater strength to the assumption that an 
association exists than would have been conferred by either single measure (Moran Ellis, et al. 
2006).  
It was critical in this process to ensure that there was congruence between what was being assessed 
during the MMIs and what was being assessed during the postnatal OSCE and mentor grading before 
any association could be explored. Box 7 maps where the station specific personal qualities are 
featured in these documents. 
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Box 7: MMI stations mapped to mentor grading tool and postnatal OSCE document, see Appendix 8 and 9 for full documentation 
 
 
Station  OSCE document 
section 
Mentor grading tool rubric domain 
Communication skills, generic station attribute 1.2, 1.4, 4.1, 4.3, 
section 5 and 10 
Communicates effectively with women and their families 
1: Awareness of midwifery philosophy and the role of the 
midwife 
(Motivation to become a midwife not assessed as not 
applicable) 
Section 10 Practice in accordance with the Rules (NMC, 2004) and Code (NMC, 2008) 
within limitations of competence, knowledge and sphere of practice. 
 
2: Respect for difference and diversity  2.1 Practice in a way that respects, promotes and supports individual’s rights, 
interests, preference, beliefs and cultures 
 
3: Honesty and integrity 
 
10.5 Practice in accordance with the Rules (NMC, 2004) and Code (NMC, 2008) 
within limitations of competence, knowledge and sphere of practice. 
 
4: Kindness, compassion and empathy 2.3, 3.1, 10.4 Practice in accordance with the Rules (NMC, 2004) and Code (NMC, 2008) 
within limitations of competence, knowledge and sphere of practice. 
Work in partnership with women 
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Box 7: MMI stations mapped to mentor grading tool and postnatal OSCE document CONTIUNED, see Appendix 8 and 9 for full documentation 
 
Station  OSCE document 
section 
Mentor grading tool rubric domain 
Communication skills, generic station attribute 1.2, 1.4, 4.1, 4.3, 
section 5 and 10 
Communicates effectively with women and their families 
5: Intellectual curiosity and reflective nature  
 
 
Section 5, 7b.4, 
10.6 
Determine and provide programmes of care and support for women 
 
6: Advocacy 
 
Section 2 Practice in accordance with the Rules (NMC, 2004) and Code (NMC, 2008) 
within limitations of competence, knowledge and sphere of practice. 
Practice in a way that respects, promotes and supports individuals’ right, 
interests, preference, beliefs and cultures 
 
7: Respect for privacy and dignity  
 
1.1, 6.2 Practice in a way that respects, promotes and supports individuals’ right, 
interests, preference, beliefs and cultures 
 
8: Initiative, problem solving and team work  6.1, 7b.5, 7b.6 Work collaboratively with wider healthcare team 
Determine and provide programmes of care and support for women 
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4.6.4: External validity: Questions can be raised regarding how generalisable the study findings are 
outside the immediate “case”. In this research, the case was the School of Health and Social Care at 
The University of Surrey where a single cohort perspective was generated within one HEI. This had 
potential, associated context related biases. However, Yin (2009) asserts that when undertaking a 
case study the goal is to expand and generalise theories not “enumerate frequencies” (Yin, 2009, 
p.15). Stake (1978) also suggests that because case studies may be epistemologically in harmony 
with the readers’ experience, to the reader it may form a natural basis for generalisation. Therefore, 
while the context of the University of Surrey is acknowledged, important information is generated 
which contributes to an overall evaluation of the potential MMIs can make to enhancing recruitment 
strategies. At the development stage, I did consider conducting a wider study in a sample of HEIs. I 
subscribe to an international ‘e-research forum’ where I posted an invitation for interested HEIs 
from the UK who offer pre-registration student midwifery education programmes to contact me. I 
restricted the invitation to volunteers from the UK due to the potential confounders of different 
Professional Body requirements outside the scope of the UK NMC, as well as differing cultural 
expectations and models of care delivery which may have impacted on the desirable attributes 
profile being tested. A number responded including representatives from The University of Kingston 
and the University of Hertfordshire. Initial discussions revealed the complexities associated with 
such a multi-centre study compounded by the decision of the University of Surrey Ethics Committee 
which would not allow ‘live’ recruitment until pilot data had been generated, see section 4.10. 
Therefore this study focused on generating important data in one HEI in the UK. It should be viewed 
as a pilot that revealed unique data to informing further longitudinal follow-up studies, see section 
7.3.3.  
 
4.6.5 Research Reliability  
Reliability is the extent to which, if this research was conducted again using the same “case” at a 
later date following the same study protocol, a subsequent researcher would arrive at the same 
conclusions (Yin, 2009). Each phase of this research, and methods of data collection, are explicitly 
described (4.4.1). Furthermore, processes are transparent and supplemented by diagrammatic 
representation (see Figures 4 and 5). 
 
The reliability of the MMIs was optimised through pre-testing on the September 2008 pre-
registration student midwives at the University of Surrey in July 2011 (see section 4.4.1.1). This 
enhanced the MMIs ability to consistently measure the same constructs. Each MMI was modified as 
a result of this development process. Test re-test reliability measures were not feasible in this 
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research. This is due to the anticipated confounding influence of student’s development as caring 
practitioners as they progress though the programme and therefore the potential impact on their 
MMI score. Inter-rater reliability (Lemay et al., 2007, Kumar et al., 2009) was maximised through 
interviewer training and preparation. Once interviewers had voluntarily agreed to participate they 
received preparatory training on MMI administration. This involved a detailed explanation of how an 
interview day and interview circuits would be organised. Interviewers were briefed regarding their 
role and conduct as interviewers emphasising the need to avoid entering into any dialogue with 
candidates. Interviewers were also provided with a laminated ‘check list’ and information sheet at 
each station to refresh their memories. This enhanced the likelihood that MMIs were administered 
using the same technique by each interviewer. As there was a year between each MMI 
administration in October 2011 and October 2012, interviewers attended a refresher tutorial in 
October 2012. I observed each MMI circuit on the interview days to ensure that the interviewers 
followed the pre-defined MMI model. The MMI model itself was informed by previous research with 
minor modifications including the number and time spent at each station (Eva et al., 2004a, O’Brien 
et al., 2011). Interviewers at the University of Surrey suggested that 30 seconds at each station may 
not be enough time to rate candidates, suggesting one minute. Therefore this was adopted. An 
additional reliability measure was embedded in interviewers ‘overall impression’ or ‘global rating’ of 
candidates as generic feature of each score sheet, see section 5.5. Congruence was anticipated 
between the scores interviewers gave candidates across the other criteria and this ‘overall 
impression’, for example, if a candidate scored 6’s or 7’s for every criteria at a station, a score of 
either 6 or 7 would be expected for the ‘overall impression’. If for example, 2, 3 or 4 was given 
without any further explanation, it might suggest an error or that the interviewer did not fully 
understand the score sheet. Careful attention was made to checking this when overall scores were 
added up to ensure interviewer reliability was optimised.  
 
4.7. Reflexivity 
 
Reflexivity is the “continuous process of reflection by the researcher with regards to their values, 
perceptions, behaviour or presence and their influence on the data they collect” (Rees, 2011). 
Researchers should be mindful that they are inevitably part of the social world they wish to explore. 
Acknowledgement and minimisation of the potential impact of this on the research is at the heart of 
reflexivity. Reflexivity is most commonly associated with qualitative research and is therefore 
relevant to this dual methodological study. Reflecting the dominant post-positivist paradigm, I was 
as objective as possible to maintain independence from the data collection process. To this end, I 
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considered, in depth, how I might have a potential impact on the outcome of this research. Students 
from the September 2011 and September 2012 BSc Midwifery Studies cohorts were not my personal 
tutees. This avoided any conflict of interest. In addition, I did not take part in any MMI interview 
stations and I did not interview any students directly. I focused solely on co-ordinating the MMI data 
collection days. In addition, as I have close collegial relationships with the MMI interviewers, I 
considered this might potentially influence their evaluation of the MMI technique. This is why a 
focus group, facilitated by a third party unknown to the interviewers, was chosen.  
 
When analysing the qualitative data, I felt conscious of the importance of writing a representative 
account of respondents’ views. Miles and Huberman (1994) assert that, however hard a researcher 
may try, data collection is inescapably selective. They argue that what a researcher “sees” in 
narrative data is an extension of their own personal philosophical orientation. Mindful of my own 
potential biases, I have carefully examined how credible and legitimate (Miles and Huberman, 1994) 
my interpretation of the data is, see sections 4.9.2 – 4.9.2.2. 
 
Reflexivity is a personal and professional process of critical awareness essential to ensuring rigour to 
any research. At the time of the pilot data collection, I could not have anticipated the publication of 
the Francis Report (2013) and ensuing drive to engender care and compassion in the NHS through 
values-based recruitment (VBR). My motivation was to enhance recruitment processes by 
developing a selection tool that offer greater, perceived reliability and validity than the personal 
interview. It is important to state that every measure was taken to minimise the potential impact I 
may have had on outcomes by ensuring a robust, reflexive approach inspite of my personal 
connections and collegial relationships with those involved at the University of Surrey. To enhance 
this process, I kept a research diary to record each stage and planning decision (Nadin and Cassell, 
2006). Revisiting this narrative helped to ensure that I reflected on the process and progress of my 
study and it informed my thinking at each subsequent stage.  
 
4.8 Sampling 
A non-probability consecutive sampling strategy was adopted in all strands of the study. Pre-
registration student midwives at the University of Surrey in the September 2011 and September 
2012 cohorts, in the first year of their programme, were eligible for participation. Exclusion criteria 
applied where no other pre or post- registration midwifery cohorts at the University of Surrey were 
eligible for inclusion. 
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Sample size 
A power calculation estimated that, in order to detect a Pearson’s correlation coefficient of 0.5 with 
power = 80% between MMI score and two practice outcomes: mentor grading and OSCE, a minimum 
of 37 participants would be required.  
All midwifery academic teaching staff (n=9) were eligible to participate and all agreed to take part. 
Staff volunteered stating that they wanted to experience and feedback on an innovation which 
might have long-term impact on midwifery student selection. None had any previous experience of 
MMIs or any other potential conflicts of interest which may have impacted on the data they 
provided. Interviewers’ views were explored in a focus group 
4.9 Data Analysis 
4.9.1: Quantitative data analysis 
 
SPSS version 22 was used. 
 
Demographics: 
1. Participants’ mean age and academic entry point were compared with the same data for the 
overall cohort. This was to ensure participants were representative of their cohort. 
2. Relationships between participants’ age and academic entry level and their end of Year 1 
practice outcomes (mentor grading and OSCE) were assessed using correlation analysis. This 
was to establish whether either age or academic entry point were associated with practice 
outcomes as defined. 
Data Distribution and characteristics: 
1. Histograms of participants MMI scores were produced to check for normality of distribution. 
2. A correlation matrix of participants’ total % scores at each MMI station was produced. 
Significant correlations would indicate that the stations were measuring the same 
constructs. The stations were designed to measure different constructs so this test was 
important to establish robustness in the design of the MMI tool. 
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Reliability: 
1. Cronbach’s alpha scores were calculated on each of the 8 stations to examine the internal 
consistency. 
2. Item-total correlations were calculated for each station indicating the degree to which each 
item, or construct within the scale, contributed to the overall station score. A low item total 
correlation for a station would indicate that items or constructs within the scale were 
measuring something different from the scale as a whole. 
3. Inter-station reliability was assessed by exploring correlations between station total scores. 
Validity 
1. Predictive validity: Candidates’ MMI scores were compared with their end of year 1 practice 
outcomes: OSCE result and mentor grading using Pearson’s correlation. 
2. To ensure construct validity, the attributes and values measured in the MMI were mapped 
against constructs measured in the OSCE and mentor grading, see section 4.6.3.  
3. Face validity was assured through circulation of the MMI scenarios and desirable personal 
qualities to academic staff at the University of Surrey. This was to check that staff agreed 
that the desirable qualities and associated scenarios reflected the midwifery programme 
philosophy. 
4. If significant correlations were reported between MMI score and end of Year 1 practice 
outcomes, measured by either mentor grading or OSCE, regression analysis would have been 
conducted to explore the relationship between MMI scores (dependent variable) and other 
external factors e.g. age or academic entry level (independent variables) i.e. if MMIs were 
predictive of programme performance measured by mentor grading and /or OSCE, did other 
factors e.g. age or mentor grading influence the findings. No statistically significant findings 
were obtained therefore regression analysis was not possible. 
Candidate evaluation 
1. Participants were asked if they had taken part in MMI previously. This was important to 
establish as it may have influenced their views either positively or negatively as well as 
potentially impacting on their performance. 
2. Descriptive data in the form of percentages revealed candidates’ views, for example, the 
percent who expressed a preference for MMIs, the percent who expressed a preference for  
the personal interview. 
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4.9.2 Qualitative data analysis 
Congruence is discernible between my own primarily post-positivist position and the conduct of this 
part of the analysis which is inductive and seeks empirical answers. However, I remained grounded 
in the assumption that data itself cannot be completely valid or invalid. What is important is the 
accurate representation of participants’ voices from which inferences are drawn (Hammersley and 
Atkinson, 1995). 
The usability and acceptability of multiple mini interviews were explored from interviewer and 
candidate perspectives. The focus group transcript was analysed using thematic analysis and content 
analysis was conducted on the open question responses in the candidate questionnaire. This section 
establishes working definitions for these approaches to analysis followed by a critical appraisal of 
their relative appropriateness in the exploration and interpretation of my data. 
4.9.2.1 Content analysis of candidate evaluation 
Content analysis is a partially quantitative method used in social science investigations to study the 
content of specific communications (Joffee and Yardley, 2004). This is a contentious statement in 
itself as purists would contest that qualitative data cannot be quantified. I situate this analysis 
alongside Dey’s (1993) belief that quantitative and qualitative methods can complement each other 
and that “there is no reason to exclude quantitative methods e.g. enumeration and statistical 
analysis from the qualitative tool kit” (Dey, 1993, p.4).  
Content analysis has been broadly described as ‘any technique for making inferences by objectively 
and systematically identifying specified characteristics of messages’ (Holsti, 1969). Re-occurring 
words or key features are quantified by counting the number of times they appear in a specific text.  
These are then subjected to analysis (Berelson, 1952, Weber 1985) and a numerical description of 
features in a given text is created (Joffee, Yardley, 2004). I consider this to be potentially self-limiting 
as words or phrases in text can have multiple meanings therefore this simplistic view of content 
analysis espoused by early social scientists was not adopted in this analysis. Neuendorf (2002) offers 
a multi-dimensional definition of content analysis which affirms the ‘scientific’ analysis of text in the 
quantitative paradigm. She states that consideration should also be given to objectivity, reliability 
and validity. Krippendorf (1980) also proposes a broader framework where data has the potential to 
be explored from a number of different perspectives. The individual conducting the analysis makes 
inferences but remains faithful to the overarching conceptualisation of content analysis. Therefore, 
while identifying characteristics of the text, conclusions can be drawn systematically and objectively. 
Candidates’ free text responses to open questions exploring their views of the MMI and traditional 
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interview formats were analysed in the light of the a priori research questions: did candidates prefer 
the traditional interview format or the MMI format? If a preference was given, the question ‘why’ 
was asked, see Appendix 7. 
Content analysis is justified in the analysis of candidates’ comments as common key themes could be 
elicited. Thematic analysis was not appropriate as in-depth interpretation of responses and 
associated ‘latent’ meanings (Krippendorf, 1980) was not possible due to the short, structured 
response format. The candidate questionnaire also contained multiple closed structured responses 
and was therefore primarily a quantitative measure of candidates’ views. Content analysis by 
definition complements this position.  
Content Analysis: process 
Words or sections of candidates’ responses were allocated ‘codes’ which together formed a coding 
framework (Dey, 93, Joffe and Yardley, 2004). A code is a label used to assign units of meaning to 
descriptive information (Miles and Huberman, 1994). Candidates’ responses were then organised 
where salient features were extracted from their free text responses (Dey, 93), see section 6.3.1. 
Each time a candidate expressed a view which fell into any one of these categories it was tabulated 
in a tally chart. This was a ‘data led’ process (Miles and Huberman, 1994) as the coding frame was 
developed as responses were read. To ensure reliability, responses were coded, then re-coded one 
week later. 
Construct validity was ensured through the identification of working definitions of the codes. Units 
of text which reflected the meaning of specific codes were defined so that they could be applied 
consistently throughout the analysis (Miles and Huberman, 1994). Revision of codes is an important 
part of qualitative analysis where the researcher remains open to the data. Consequently, codes 
were refined, see table 19. 
4.9.2.2 Thematic analysis of interviewer focus group 
Thematic analysis is a method for identifying, analysing and reporting patterns within data (Braun 
and Clarke, 2006). The process involves the identification of themes through careful reading and re-
reading of the textual data (Rice and Ezzy, 1999). It is the most common form of analysis in 
qualitative research. Epistemologically it offers flexibility over other qualitative analytic methods 
which are tied to their theoretical frameworks e.g. conversation analysis (Braun and Clarke, 2006). 
Thematic analysis can be applied across theoretical perspectives and is compatible with the 
constructivist position from which the focus group originated. 
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A theme refers to a specific pattern of narrative found in the data which relates to the research 
question (Joffe and Yardley, 2004). Themes may consist of several codes aggregated to form a 
common idea. A key difference between content and thematic analysis is that, while both aim to 
identify something ‘directly observable’ or ‘explicitly present in a transcript’ e.g. a word or phrase, 
thematic analysis also seeks to explore words or meaning at an implicit level where interpretations 
are made. 
The focus group was semi-structured. Pertinent key areas were identified from the literature and 
previous studies to inform open questions which shaped the focus group. These key areas were 
congruent with the research question being asked and helped to focus the discussion.  
Thematic Analysis: process 
The focus group was recorded using two devices, one for backup in case one failed to work. I 
transcribed the content verbatim (see Appendix 6). The coding process involved “seeing” a relevant 
moment in the transcript and capturing it prior to interpretation (Boyatzis, 1998). Braun and Clarke’s 
(2006) six-phase guide to thematic analysis was used as a validated process which provided structure 
to the analysis. 
Phase 1: Familiarising yourself with your data 
A third party researcher conducted the focus group. I have collegial relationships with the 
participants and felt that my presence would potentially influence the feedback provided. I therefore 
had no prior knowledge of the details of the narrative. To familiarise myself with the data I 
transcribed the audio recording myself. I then undertook ‘repeated reading’ of the text, searching 
for developing patterns while also “getting a sense of the whole” (Creswell, 2013).   
Phase 2:  Generating initial codes  
A hybrid approach (Fereday and Muir-Cochrane, 2006) was employed to initial coding incorporating 
a deductive codebook (Miles and Huberman, 1994, Crabtree and Miller, 1992) and a ‘data-driven’ 
inductive approach (Boyatzis, 1998). This strategy complements the position of the focus group 
which is embedded in a quantitative design. The codebook (Crabtree and Miller, 1992) comprised 
codes which were developed a priori from the research question and previous studies (Miles and 
Huberman, 1994). Participants revealed their feelings, experiences and understanding by responding 
to the questions in the semi-structured format.  The codebook acted as a data management tool for 
organising segments of text (Crabtree and Miller, 1992). The codebook also enabled transparency in 
the analysis which enhanced credibility and trustworthiness (Miles and Huberman, 1994). I also felt 
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it was essential that I remained “open” to the data where new insights were conceived from a data-
driven inductive style of analysis (Fereday and Muir-Cochrane, 2006, Creswell, 2013). This hybrid 
approach ensured that I remained true to the philosophical foundations of this research. Both 
deductive and inductive approaches were valued and the respective knowledge generated was 
recognised (Fereday and Muir-Cochrane, 2006). Importantly, it also meant I could move backwards 
and forwards dialectically (Dey, 1993) between the coding framework and emerging codes revising 
my inferences continuously. This process complemented my underpinning theoretical perspectives 
(section 4.3).  
Once the coding frame was developed the text was searched for segments or elements that related 
to any one of these codes (Boyatzis, 1998). Each code was assigned a colour. Relevant sections of the 
text were then coloured to form manageable selections for analysis (Li and Seale, 2007), see Table  
19. 
Phase Three: Searching for themes  
Once initial coding had taken place, the codes were grouped into themes: past experience, 
emotions, practical considerations, adequacy of MMI preparation, views regarding the MMI process, 
views of the personal interview compared to MMIs, test-retest reliability, and overall evaluation, see 
Table 20. 
Phase Four: Reviewing themes 
The themes were revisited in the context of the codes; commonalities within themes were 
identified.  
Phase Five: Interpretation of the data 
This led to the generation of three over-arching themes: experience perspectives, pragmatic 
consideration and emotions. Their mutual connection was considered important where it appeared 
that ‘emotions’ underpinned both the experience and pragmatic considerations. It also became clear 
from the data that unexpected insights were present which could not have been anticipated. 
Interviewers appeared to connect with MMIs, as a technique, and began to discuss how they could 
envisage it replacing the personal interview. References to this are featured throughout the 
transcription where practical, logistical and resource perspectives are considered. An initial code was 
assigned to this called ‘how moving to MMIs could work’; this was subsequently revised as a new 
theme ‘looking ahead’. The data extracts in section 6.3.2 illustrate aspects of concern to 
interviewers. 
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Phase Six:   
This phase of Braun and Clark’s (2006) model refers to the ‘production of a report’. This is 
encapsulated within this section as a whole. 
Section 4.10 Ethical considerations 
Research ethics ‘protects the rights, safety, dignity and wellbeing of research participants’ (NHS 
Health Research Authority, 2014). Ethical considerations are required throughout the research 
process in order to ensure protection. This study involved academic staff and students at the 
University of Surrey. As such, ethical approval was applied for from the University of Surrey Research 
Ethics Committee. Approval was granted on 15th March 2011 (EC/2011/12/FHMS), see Appendix 11.  
There were relatively few ethical concerns associated with the study. Participants reached an 
informed decision to participate following detailed information provision which met the criteria for 
the University Ethics Committee.  They understood that they could withdraw at any time with no 
consequence. Each participant was assigned a study number on their MMI day to ensure 
confidentiality. Only the researcher had access to how these number were allocated but knowledge 
of this was essential in order to be able to explore participants subsequent performance in clinical 
practice at the end of their first year. 
It is appreciated that participants may have been concerned that their MMI score might impact on 
any subsequent programme assessment. They were reassured that this could not be the case as all 
scores were confidential to the researcher and individual identities were protected through the use 
of individually allocated study numbers. 
My own position as a member of academic staff and researcher was an area of potential conflict. I 
therefore protected participants from any implications of this by restricting my association with 
them; I was not personal tutor to either the September 2011 or 2012 cohorts of students. 
In the absence of supportive evidence in midwifery selection the University of Surrey Ethics 
Committee would not allow a ‘live’ pilot. This is recognised as a potential limitation of this study, see 
section 7.4.1. The ethical approval granted to undertake hypothetical MMIs on students whom had 
already been selected remained valuable in itself. Therefore, while adhering to the requirements of 
the University Ethics Committee, unique information was generated which informed the subsequent 
live ‘roll out’ of MMIs in midwifery student selection at the University of Surrey in the 2013-14 
recruitment cycle (see section 7.3.3).
116 
 
Chapter Five: Findings from MMI development and pre-testing 
5.0 Introduction 
This chapter begins by presenting the desirable personal profile of a student midwife used to inform 
MMI scenario development. In sections 5.2, 5.3 and 5.4 the model, draft and final station scenarios 
are reported, respectively, followed by the scoring-pro-forma in section 5.5. 
5.1 Desirable personal profile 
The personal qualities and values reported originate from professional  documentation (NMC, 2009, 
2010 and ICM, 2010), research exploring ‘what women want from their midwife’ and what midwives 
consider makes a ‘good’ midwife (see sections 2.4 and 2.5).  
• Engagement and ability to create rapport (communication skills) 
• Honesty, integrity 
• Self-awareness 
• Kindness and compassion 
• Empathy 
• Ability to listen, verbal skills, negotiate, reflect 
• Respect for others 
• Intellectual curiosity 
• Advocacy 
• Respect for privacy and dignity 
• Team working 
• Initiative and problem solving 
• Awareness of midwifery philosophy and the role of the midwife 
• Assertiveness with grace 
An emotional dimension to care provision is considered an essential component of the relationship 
between a midwife and a mother, see section 2.6.  Giving language to the personal qualities that 
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enable a person to engage in this ‘sustainable emotionality’ is problematic. EI theories have 
attempted to do this but section 2.6 explained the lack of consensus in the literature regarding 
definitions of EI.  In order to take my research forward, I therefore elected not to assess EI as a 
construct but focus on the personal qualities common to EI definitions including:  
 Self-awareness 
 Self-management 
 Social awareness 
 Social/relationship management (Kooker et al., 2007).   
I propose that Goleman’s (1996) empathy and motivation features are implicit within these four as 
empathy is linked with relationship management and motivation is relevant to self-management and 
self-awareness. Therefore these key features were embedded in my MMI model, see Box 8. 
5.2 MMI model 
An eight-station five minute model was piloted with one minute between stations for scoring 
(Dodson, et al., 2007, O’Brien et al., 2011). Each station measured ‘communication skills’ as a generic 
attribute with a second station specific attribute. Therefore the desirable profile list had to be 
refined to accommodate eight stations. Academic midwifery teaching staff at the University of 
Surrey made the pragmatic choice for the following stations where key desirable features were 
incorporated but some grouped at the same station. 
Box 8: University of Surrey Eight Station Model 
Station 1: Motivation to become a midwife, awareness of midwifery philosophy and the role of the 
midwife and communication skills 
 
Station 2: Respect for difference and diversity and communication skills 
 
Station 3: Honesty and integrity and communication skills 
 
Station 4: Kindness, compassion and empathy and communication skills 
 
Station 5: Intellectual curiosity and reflective nature and communication skills 
 
Station 6: Advocacy and communication skills 
 
Station 7: Respect for privacy and dignity and communication skills 
 
Station 8: Initiative, problem solving and team work and communication skills 
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Box 9: Mapping of personality features for ‘emotionality’ and station specific attributes 
Personality features Station Assessed 
Self-awareness 5, 7 
Self-regulation/self-
management/motivation 
1, 2, 3, 5, 8 
Social skills/social 
awareness/empathy 
All stations in the form of communication skills 
Relationship 
management/empathy 
4, 6 
 
It can be seen that the desirable profile of a student midwife piloted in this study both represented 
the values and attributes embedded in the NMC (2009, 2010) and ICM (2011) documents as well as 
the features that women and midwives considered made a ‘good’ midwife, see Box 9. To clarify, the 
NHS Constitution values (DH, 2012) were not published at this time. 
5.3 Scenario Development 
5.3.1 Pre-test findings 
The first MMI scenarios were pre-tested on the September 2008 BSc student midwives at the 
University of Surrey. The draft scenarios and scoring pro-forma that were presented to the students 
for feedback follow. (The first score sheet is complete; subsequently, I have omitted the generic 
scoring criteria to avoid repetition). The maximum score for each station was 50; across eight 
stations a maximum of 400 marks were available. 
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Draft Station 1: Motivation to become a midwife, awareness of midwifery philosophy and the role 
of the midwife and communication skills 
Scenario 
The University of Surrey interviews approximately 640 candidates per year for 46 places. 
Please explain why we should choose you rather than any of the other applicants 
 
What is it about midwifery that attracts you to the profession? 
 
Please explain what you understand to be the role of the midwife 
 
What do you think will be your greatest challenge in completing this midwifery 
programme? 
 
What do you feel are the most important qualities in being a ‘good’ midwife? 
 
If your best friend were asked to describe you, what would they say? 
 
Aim to find out the candidate’s 
  Motivation to become a midwife compared with any other Health Care 
Professional 
 Personal insight and perception of how their personal qualities complement the 
requirements of the profession 
 Understanding and appreciation of the diverse role of the midwife 
 Understanding of the rewards, frustrations and challenges of a career in midwifery 
 
Prompt questions 
 
 See above 
 Is there anything else you would like to add before we end? 
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Score Sheet Station 1: Motivation to become a midwife, awareness of midwifery philosophy and 
the role of the midwife and communication skills 
Communication Rating Scale 
Excellent = 5 Good = 4  
Satisfactory = 3  Borderline = 2 
Unsatisfactory = 1 
Engagement with the interviewer and ability to create rapport 
 
 
Can explain themselves in an articulate manner 
 
 
Demonstrates clarity of thought and expression  in 
understanding a complex situation 
 
Maintains eye contact and demonstrates effective verbal and 
nonverbal communication skills 
 
Sensitive to cues and responds appropriately 
 
 
                                                                      Total             /25 
Motivation to become a midwife, awareness of midwifery 
philosophy and the role of the midwife 
Rating Scale 
Excellent =5 Good = 4 
Borderline-3  
Satisfactory = 2 Unsatisfactory = 1 
Motivation to become a midwife 
 
     
Personal insight and perception of how their qualities 
complement the requirements of the profession 
     
Understanding and appreciation of the diverse role of the 
midwife 
     
Understanding of the rewards, frustrations and challenges of a 
career in midwifery 
     
                                                                     Total             /20 
Global Assessment Rating Scale 
Excellent =5 Good = 4  
Satisfactory = 3 Borderline = 2  
Unsatisfactory = 1 
Please give the candidate a ‘global’ score indicating  your 
overall impression as to their suitability for a career in 
midwifery taking into account their responses, strength of 
arguments, ability to perform under stress and creative 
thinking  
 
 
                                                                     Total 
 
                                                                  Overall score 
          /5 
 
        /50 
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Draft Station 2: Respect for difference and diversity and communication skills 
Scenario 
Imagine you are the Head Teacher at a sixth form college. There had been an allegation by 
members of the public of an incident in a park in which two students were seen verbally 
abusing a young person with intellectual impairment for the amusement of a group of other 
students. 
Two A level students who have been reported as being involved in the attack are in your 
office to explain their behaviour in the alleged incident. 
What are the issues that you the Head Teacher are likely to consider at this hearing? 
 
Aim to find out whether the candidate: 
 Demonstrates sensitivity and respect for others 
 Has the ability to establish the facts to ensure fairness 
 Can think of ways to resolve a situation where complex issues may cloud 
judgement 
 Has the capacity for insight into issues 
 Is able to reflect and learn from experience to inform future actions 
 
Prompt questions 
 In what ways might you as the Head Teacher establish the facts of the case? 
 What possible impact might this incident have for the disabled young person? 
 How might the attitudes of the parents of the disabled young person differ from 
those of the students in responding to you as the Head Teacher about the 
incident? 
 What might be your reaction if the incident turned out to be a misunderstanding, 
such as if the senior students and the disabled young person had made a film 
about discrimination against disabled people? 
 What strategies could you as the Head Teacher adopt to raise awareness of 
disability discrimination in the school and to try to avoid similar incidents occurring 
again in the future? 
 Do you have any additional comments before we end? 
 
Score Sheet Station 2: Respect for difference and diversity and communication skills 
Respect for difference and diversity Rating Scale 
Excellent =5 Good = 4  
Satisfactory = 3 Borderline = 2 
Unsatisfactory = 1 
Has the capacity for insight into issues, demonstrating 
sensitivity and respect for others 
     
Has the ability to establish the facts to ensure fairness 
 
     
Able to consider different ways of resolving situations where 
complex issues might cloud judgement 
     
Is able to reflect and learn from experience to inform future 
actions 
     
                                                                     Total             /20 
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Draft Station 3: Honesty and integrity and communication skills 
Scenario 
Every Friday your classmates gather at the local coffee shop to review the taught sessions 
from that week.  
In the last month everyone has been working on a major paper on Aboriginal History which 
accounts for 40% of the final course grade. One of your colleagues has copies of two of the 
papers that last years students wrote for the same course. 
 
Your classmate has emailed copies of the papers to you and the other people in the group. 
 
What would you do in this situation and explain why? 
 
Aim: to find out whether the candidate 
 Can articulate differing perspectives in this situation examining relevant values and 
choices and their implications 
 Considers how the situation can be approached while maintaining an honest 
stance from a personal perspective 
 Considers how the situation can be viewed from a colleague’s perspective 
 Is able to learn from this experience to inform future actions 
 
Prompt questions 
 Discuss what values and choices are relevant in this situation 
 What are the implications if you decide to read the papers from last year? 
 What are the implications if you decline the offer to read the papers from last 
year? 
 What would you do if one of your classmates decided to draw upon the material 
from the two papers in developing their submission? Please explain why 
 Do you have any additional comments before we end? 
 
 
Score sheet station 3: honesty and integrity 
Honesty and integrity Rating Scale 
Excellent =5 Good = 4  
Borderline = 3 
Satisfactory = 2 Unsatisfactory = 1 
Can articulate differing perspectives examining relevant 
values and choices and their implications 
     
Considers how the situation can be approached maintaining 
an honest stance from a personal perspective 
     
Considers how the situation can be viewed from a 
colleague’s perspective 
     
Is able to learn from experience to inform future practice      
                                                                     Total             /20 
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Draft Station 4: Kindness, compassion, empathy and communication skills 
Scenario 
You have recently taken the initiative to volunteer at a homeless shelter. On one particular 
day you meet a 42 year old woman who is dying from an alcohol related liver disease. Her 
skin and eyes are very yellow from a lifetime of alcohol and abuse and she complains of 
significant generalised pain which worsens with movement. 
 
She confides in you that she hasn’t had a drink in two days and “wants to get hammered” 
before she dies but cannot get the bottle of vodka out of her locker. You know that there is a 
strict policy for residents that alcohol is not allowed in the shelter. There is another women 
lying on her side three beds away who is watching your interactions closely. 
 
What would you say or do?  Please provide a rational for your decision. 
 
Aim to find out whether the candidate 
 Can articulate an understanding of the potential conflict in this situation between 
emotion and logic  
  Can appreciate this situation from a  range of perspectives 
 Has the capacity for personal insight and is able to respond in a personable 
manner 
 Demonstrates sensitivity to the needs of others 
  
Prompt questions: 
 In healthcare there are often other options to be taken into consideration, what 
options can be considered and/or dismissed in this scenario? 
 Can you tell me how someone else might view this situation? 
 In this situation how might emotion and logic interact in your decision? 
 How can individuals demonstrate empathy without imposing their own values? 
 Do you have any additional comments before we end? 
 
 
Score Sheet Station 4: Kindness, compassion, empathy and communication skills 
Kindness, compassion and empathy Rating Scale 
Excellent =5 Good = 4 
Borderline = 3  
Satisfactory = 2 Unsatisfactory = 1 
Can articulate an understanding of the potential conflict in 
this situation between emotion and logic  
     
Can appreciate this situation from a  range of perspectives      
Demonstrates sensitivity to the needs of others 
 
     
Has the capacity for personal insight and is able to respond 
in a personable manner 
     
                                                                     Total             /20 
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Draft Station 5: Intellectual curiosity (work experience, contemporary knowledge), reflective 
nature and communication skills 
Scenario 
Think about a challenging situation you have found yourself in recently either at work or in 
your personal life.  
 
Please explain how you might have responded differently and the potential impact that 
might have had.  
 
How will this experience inform your future actions or behaviour? 
 
Please tell me about any work experience you have had that has informed your decision to 
pursue a career in midwifery 
 
What do you think is the most pressing issue in midwifery today? 
 
Aim to find out the candidates: 
  Motivation and diligence in gaining actual work experience of maternity care 
 Creative thought and personal insight into transferable skills from work experience 
that might assist a career in midwifery 
 Potential for personal reflection  
 Ability to admit mistakes might have been made and seek positive learning 
experience from this 
 Knowledge base regarding the pertinent issues in midwifery today 
Prompt questions 
 See above 
 Is there anything else you would like to add before we end 
 
Score Sheet Station 5: Intellectual curiosity (work experience, contemporary knowledge), 
reflective nature and communication skills 
Intellectual curiosity (work experience, contemporary 
knowledge), reflective 
Rating Scale 
Excellent =5 Good = 4 
Borderline=3 
Satisfactory = 2 Unsatisfactory = 1 
Motivation and diligence in gaining actual work experience of 
maternity care 
     
Creative thought and personal insight into transferable skills 
from work experience that support a career in midwifery 
     
Potential for personal reflection and ability to admit mistakes 
might have been made and seek positive learning experience 
from this 
     
Knowledge base regarding the pertinent issues in midwifery 
today 
     
                                                                     Total             /20 
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Draft Station 6: Advocacy and communication skills 
Scenario 
You are a midwife. A pregnant mother arrives at your antenatal clinic accompanied by her 
husband for a routine antenatal check. You soon realise that the lady speaks very little 
English but that her husband’s English is considerably more fluent. During the consultation he 
does not appear to be translating the information you give fully at times as he cuts you off 
mid-sentence. He is apparently making decisions for his wife without her full understanding 
or participation 
You are concerned that the lady might not be fully in possession of all the information she 
needs to make informed choices about her care 
 
The hospital interpreter service is currently suspended due to financial cut backs. How would 
you approach this situation? 
 
Aim to find out whether the candidate: 
  Demonstrates sensitivity to the needs of others 
  Understands the rights of patients to be fully informed in decisions about their 
care 
  Appreciates the role of the midwife in being an advocate for women 
 Can think creatively as to how this situation might be resolved 
Prompt questions 
 
 Explain the pertinent issues in this situation from the pregnant mothers 
perspective 
 Explain the pertinent issues in this situation from the partners perspective 
 Explain the pertinent issues in this situation from the midwife’s perspective 
 Summarise the values and choices that are relevant in this situation 
 What is the role of the midwife in this situation? 
 Please can you suggest ways that this situation could be addressed while 
maintaining the rights of the woman 
 Is there anything you would like to add before we end? 
 
 
Score Sheet Station 6: Advocacy and communication skills 
Advocacy Rating Scale 
Excellent =5 Good = 4 
Borderline=3  
Satisfactory = 2 Unsatisfactory = 1 
Demonstrates sensitivity to the needs of others 
 
     
Understands the rights of patients to be fully informed in 
decisions about their care 
     
Appreciates the role of the midwife in being an advocate for 
women 
     
Can think creatively as to how this situation might be resolved      
                                                                     Total             /20 
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Draft Station 7 Respect for privacy and dignity and communication skills 
Scenario 
You have a Saturday job working in ladies fashion at a local department store. 
Mid-morning you hear the lusty, desperate cries of a hungry baby and you see an anxious 
mother and partner seat themselves on two available chairs in the department. The mother 
begins to breast feed when a security man approaches and instructs her to find an 
alternative place to feed her baby. 
 
Please outline what you see as the pertinent issues 
 
Aim to find out whether the candidate: 
 Would ensure they are fully conversant with the facts before intervening  
 Can appreciate the situation from a range of perspectives including the mother, 
her partner and the security man 
 Can think creatively suggesting alternatives to the mother 
 Offers the mother and her family time to resolve the situation in privacy 
 Would consider approaching the security man in an attempt to ensure that this 
situation does not reoccur again in the future 
 
Prompt questions 
 What do you think is important to establish from the beginning? 
 Please outline what you think the mother’s perspective might be 
 Please outline what you think the partner’s perspective might be 
 Please outline what you think the security man’s perspective might be 
 How would you attempt to resolve this situation so that the mother can satisfy the 
immediate needs of her baby? 
 Discuss how you might approach the security man with the aim of preventing this 
situation reoccurring again in the future 
 Do you have any additional comments before we end? 
 
Score Sheet Station 7 
Respect for Privacy and Dignity Rating Scale 
Excellent =5 Good = 4 
Borderline=3  
Satisfactory = 2 Unsatisfactory = 1 
Would ensure they are fully conversant with the facts before 
intervening 
     
Demonstrates an awareness of the situation from a range of 
perspectives 
     
Offers alternatives to the mother 
 
     
Can think creatively and practically as to how this situation 
can be prevented in the future 
     
                                                                     Total             /20 
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Draft Station 8 Initiative, problem solving, team work and communication skills 
Scenario 
You have been training for over a year to enter a race to ascend Mount Kilimanjaro. You 
begin the climb with your fellow competitors, all focused on being the first to reach the 
summit. Part way up one of the climbers falls critically ill with altitude sickness whilst two 
others develop diarrhoea and vomiting. 
Concerns are raised about the rest of the climbers becoming ill, however one of your party 
decided he has trained for so long to achieve his dream that he goes on ahead alone. 
You and two others are the only members of the party feeling fit and well. 
 
How would you respond to this situation? 
 
Aim to find out whether the candidate: 
 Can think creatively and logically in a complex situation 
  Demonstrates team spirit and appreciation of the situation from a range of 
perspectives 
 Can form an action plan which takes into consideration others needs in the team 
 Is able to mediate and communicate an action plan and evaluate others reaction 
 
Prompt questions 
 
  How would you go about forming a plan of action? 
  Is there anything else you need to know in order for you to make an action plan? 
 How can you best meet the needs of the majority of the team while pursuing a 
viable way forward? 
 Is there anything else you would like to add before we end? 
 
 
Score Sheet Station 8: Initiative, problem solving, team work and communication skill 
Initiative, problem solving and team work Rating Scale 
Excellent =5 Good = 4 
Borderline=3  
Satisfactory = 2 Unsatisfactory = 1 
Can think creatively and logically in a complex situation      
Demonstrates team spirit and appreciation of the situation 
from a range of perspectives 
     
Can form an action plan which takes into consideration 
others needs in the team 
     
Is able to mediate and communicate an action plan and 
evaluate others reaction 
     
                                                                     Total             /20 
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At this stage scenarios were accompanied by prompt questions. Given their use in some models (Eva 
et al., 2004a) but not others (O’Brien et al., 2011) I was unsure of the most reliable way forward. I 
therefore required feedback to inform my final decision regarding their inclusion. Twenty-four 
current student volunteers (September 2008 cohort) completed evaluation forms (see Appendix 4) 
and offered verbal feedback during the pre-test. Twenty-one (87%) of respondents reported feeling 
that prompt questions were potentially unfair. The explanation offered was that the final score 
awarded would not differentiate between someone who was struggling and required prompting but 
answered well in the end compared to another who did not require help. The views of midwifery 
staff were also sought and they were in agreement with the students. 
The draft scenarios were therefore refined according to feedback from the September 2008 students 
at the University of Surrey as well as Midwifery Academic Staff. This included removal of the prompt 
questions and clarification of the phrasing and wording of questions. The final scenarios in the next 
section capture all the changes made. In addition the five-point scale was reviewed and amended to 
a seven-point scale, see Box 12. 
5.4 Final Scenarios  
 
Station 1 scenario: Motivation to become a midwife, awareness of midwifery philosophy 
and the role of the midwife and communication skills 
 
 What do you understand to be the role of the midwife? 
 What is it about midwifery that attracts you to the profession? 
 
The University of Surrey receives around 640 applications per year for approximately 50 
places for midwifery training 
 Please tell me we should choose you rather than any of the other candidates 
 
Aim to find out the candidate’s 
  Motivation to become a midwife compared with any other Health Care 
Professional 
 Personal insight and perception of how their personal qualities complement the 
requirements of the profession 
 Understanding and appreciation of the diverse role of the midwife 
 
Additional questions: generic questions repeated at the end of every scenario 
 Would you like me to repeat the scenario? 
 Would you like me to repeat the question? 
 Is there anything else you would like to add? 
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The score sheet for this station is shown in section 5.5. The generic station criteria are under the 
headings ‘Communication’ and ‘Global assessment’. As well as providing an additional view, the 
global score offered internal reliability measure (see section 4.6.5). The score sheets for each station 
were the same but, for brevity, they are not repeated, the important station assessment criteria are 
indicated in each box with associated scenario.  
Station 2 scenario: Respect for difference and diversity and communication skills 
Imagine you are the Head Teacher at a sixth form college. There had been an allegation by 
members of the public of an incident in a park in which two students were seen verbally 
abusing a young person with intellectual impairment for the amusement of a group of other 
students. 
Two A level students who have been reported as being involved in the attack are in your 
office to explain their behaviour in the alleged incident. 
 
What are the issues that you the Head Teacher are likely to consider at this hearing and 
how might you resolve this? 
 
Associated scoring criteria aimed to find out whether the candidate: 
 Has the capacity for insight into issues, demonstrating sensitivity and respect for 
others 
 Has the ability to establish the facts to ensure fairness 
 Can think of ways to resolve a situation where complex issues may cloud 
judgement 
 
 
Station 3 scenario: Honesty and integrity and communication skills 
Every Friday your classmates gather at the local coffee shop to review the taught sessions 
from that week.  
In the last month everyone has been working on a major paper on Aboriginal History which 
accounts for 40% of the final course grade. One of your colleagues has copies of two of the 
papers that last years students wrote for the same course. 
Your classmate has emailed copies of the papers to you and the other people in the group. 
 
What would you do in this situation and explain why? 
 
Associated scoring criteria aimed to find out whether the candidate: 
 Articulates different perspectives examining relevant values and choices  
 Considers the implications of these values and choices 
 Is able to learn from this experience to inform future actions 
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Station 4 scenario: Kindness, compassion, empathy and communication skills 
You have recently taken the initiative to volunteer at shelter for the homeless. On one 
particular day you meet a 42 year old woman who is dying from an alcohol-related liver 
disease. Her skin and eyes are very yellow from a lifetime of alcohol abuse and she complains 
of significant generalised pain which worsens with movement. 
She confides in you that she hasn’t had a drink in two days and “wants to get hammered” 
before she dies but cannot get the bottle of vodka out of her locker. You know that there is a 
strict policy for residents that alcohol is not allowed in the shelter. There is another women 
lying on her side three beds away who is watching your interactions closely. 
 
What would you say or do?  Please provide a rational for your decision. 
 
Associated scoring criteria aimed to find out whether the candidate: 
 Articulates an understanding of the potential conflict in this situation between 
emotion and logic  
 Has the capacity for personal insight and is able to respond in a personable 
manner 
 Demonstrates sensitivity to the needs of others 
 
 
 
 
Station 5 scenario: Intellectual curiosity (work experience, contemporary knowledge), 
reflective nature and communication skills 
 Think about a challenging situation you have found yourself in recently either at 
work or in your personal life.  Reflecting on this, how will this experience inform your 
future actions or behaviour? 
 Please tell me about any work experience you have had that has informed your 
decision to pursue a career in midwifery 
 What do you think is a pressing issue currently affecting maternity services? 
 
Associated scoring criteria aimed to find out whether the candidate: 
  Motivation and diligence in gaining actual work experience of maternity care 
 Potential for personal reflection , ability to admit mistakes might have been made 
and seek positive learning experience from this 
 Knowledge base regarding the pertinent issues in midwifery today 
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Station 6 scenario: Advocacy and communication skills 
You are a midwife. A pregnant mother arrives at your antenatal clinic accompanied by her 
husband for a routine antenatal check. You soon realise that the lady speaks very little 
English but that her husband’s English is considerably more fluent. During the consultation he 
does not appear to be fully translating the information you give at times as he cuts you off 
mid-sentence. He is apparently making decisions for his wife without her full understanding 
or participation 
 
What are the challenges and possible approaches to resolving this situation? 
 
Associated scoring criteria aimed to find out whether the candidate: 
  Demonstrates sensitivity to the needs of others 
  Understands the rights of patients to be fully informed in decisions about their 
care 
  Appreciates the role of the midwife in being an advocate for women 
 
Station 7 scenario: Respect for privacy and dignity and communication skills 
You have a Saturday job working in ladies’ fashion at a local department store. 
Mid-morning you hear the lusty, desperate cries of a hungry baby and you see an anxious 
mother and partner seat themselves on two available chairs in the department. The mother 
begins to breast feed when a security man approaches and instructs her to find an 
alternative place to feed her baby. 
 
Please outline what you see as the pertinent issues 
 
Associated scoring criteria aimed to find out whether the candidate: 
 Would ensure they are fully conversant with the facts before intervening  
 Demonstrates an awareness of the situation from a range of perspectives 
 Can think creatively and practically as to how this situation can be prevented in the 
future 
 
Station 8 scenario: Initiative, problem solving, team work and communication skills 
You have been training for over a year to enter a race to ascend Mount Kilimanjaro. You 
begin the climb with your fellow competitors, all focused on being the first to reach the 
summit. Part way up one of the climbers falls critically ill with altitude sickness whilst two 
others develop diarrhoea and vomiting. 
Concerns are raised about the rest of the climbers becoming ill. However one of your party 
decided he has trained for so long to achieve his dream that he goes on ahead alone. 
You and two others are the only members of the party feeling fit and well. 
How would you respond to this situation? 
 
Associated scoring criteria aimed to find out whether the candidate: 
 Can think creatively and logically in a complex situation 
  Demonstrates team spirit and appreciation of the situation from a range of 
perspectives 
 Can form an action plan which takes into consideration the needs of others in the 
team 
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5.5  Scoring pro forma 
Each station had a dedicated score sheet which comprised generic ‘communication skills’ criteria, 
‘global rating’, see Box 12, as well as station specific criteria. The scoring criteria were mapped 
against the ‘emotionality’ features, see Box 10, to ensure their inclusion. 
Box 10: Mapping of personality features to scoring criteria 
Personality features Station scoring criteria 
Self-awareness 5,7 
Self-regulation/self-management/motivation 1, 2,3,5, 8 
Social skills/social awareness/empathy All stations including: ability to create rapport; 
clarity of thought and ability to articulate 
responses; effective non-verbal communication 
skills; self-assurance with grace 
Relationship management/empathy 4,6 
 
The score sheet example, Box 12, illustrates the format of the score sheet with generic criteria and 
Station 1:  motivation to become a midwife, awareness of midwifery philosophy, the role of the 
midwife criteria. The complete scoring pro forma are included in Appendix 10. 
5.5.1 Standard Descriptors 
To enhance inter-rater reliability a list of standard descriptors accompanied each point on the 
scoring pro-forma to ensure interviewers interpreted applicant’s performance consistently, see Box 
11 (Eva et al., 2004a) 
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Box 11: Score sheet standard descriptors (Eva et al., 2004a) 
Score  Standard Criteria  
7 Excellent As ‘very good’ with significant creativity and originality throughout the 
arguments presented. Strong evidence of critical reflection in authentic 
responses 
6 Very good Reasoned arguments with an insightful appreciation of the issues. 
Authentic and original responses demonstrating evidence of critical 
reflection with analysis 
5 Good  Reasoned arguments provided with an overall appreciation of the issue 
demonstrated. Reasonable evidence of critical reflection with some 
analysis 
4 Satisfactory The answers are relevant but do not address all aspects required. There 
is demonstration of understanding of the issues and some evidence that 
a reasonable argument has been advanced. There is some evidence of 
personal critical reflection but the answers are more descriptive than 
analytical. Overall a modest understanding demonstrated. 
3 Borderline The discussion of the issues is mainly relevant but aspects omitted. 
There is some understanding of the issues but with limited reasoned 
argument. There is some reflection but at a superficial level and mainly 
descriptive. 
2 Poor The discussion of the issue is not always relevant and accurate and key 
points may have been omitted. There is little attempt at a reasoned 
argument but of very low quality. There is little personal reflection. 
1 Unsatisfactory The discussion of the issue is not relevant and key points are omitted. 
There is no evidence of a reasoned argument. There is no personal 
reflection 
 
 
Ajc/MMiscoresheetfinal21.0 
Box 12: Station Score sheet example pro-forma 
Candidate Number……………                                                  Score Sheet Scenario 1  
 Rating scale: please circle one option 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3    
Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self-assurance with grace 1 2 3 4 5 6 7 
 Total                           /28 
Motivation to become a midwife, awareness of midwifery philosophy, the role of the midwife 
Motivation to become a midwife 1 2 3 4 5 6 7 
Personal perception of how their qualities complement the  requirements of the profession 1 2 3 4 5 6 7 
Understanding and appreciation of the diverse role of the midwife 1 2 3 4 5 6 7 
Total                       /21 
Global Assessment 
What is  your overall impression as to the candidates suitability for a career in midwifery taking into account their strength of 
arguments, ability to perform under stress and creative thinking 
1 2 3 4 5 6 7 
                                                                                                                                                Total                  /7 
  Overall score                 /56 
Red Flag: Yes/No  If Yes, please give details……………………………………………………………………………………………………
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Chapter Six: Pilot Study Findings 
6.0 Introduction 
This section begins in section 6.1 by providing background data about the study population. Section 
6.2 presents results of the quantitative data analysis including reliability (inter-station, internal 
consistency), validity (predictive) and analysis of the closed questions in the candidate 
questionnaire. Section 6.3 follows with the qualitative findings from the interviewer focus group and 
open questions in the candidate questionnaire. Assessing content, face and construct validity were 
written into the study objectives, see 1.1. Section 4.4.1.1 explains how this was ensured. 
6.1 Study Population 
A possible sample of 100 individuals were invited to participate; 49 students from the September 
2011 and 51 from the September 2012 BSc (pre-registration ) Midwifery studies cohorts. An initial 
response rate of 62 volunteers (62%) was achieved.  
Five students did not complete Year One; three left the programme for personal reasons, one went 
on a one year ‘interrupt’ due to personal reasons and one had a long extension to her programme. 
Data were therefore not complete on these participants and they were excluded from the study. 
This resulted in a final sample of n= 57 (57%), see Table 6. Seventeen students from the September 
11 cohort and 21 students from the September 12 cohort declined to take part. It would have been 
interesting to follow up these students; to examine their programme progression and explore their 
reasons for not participating. This was not possible as the University Ethics Committee did not grant 
permission for these individuals to be approached.  
Table 6: Study population 
 September 
2011 
September 
2012 
Total 
Number of students at the commencement of their 
programme 
49 51 100 
Number of students who volunteered to take part 32 30 62 
Exclusions 2 3 5 
Final sample n                                                      57 
Response rate %                                                        57% 
Number from each cohort who declined participation 17 21 38 
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Participants’ mean age and academic entry level at the commencement of their programme were 
compared to the overall September 2011 and September 2012 cohort profiles. This was to ensure 
they were representative of their cohort groups. The demographic profile of participants is 
presented in Table 7.  
Table 7: Cohort demographics 
 September 2011 
participants 
September 
2011 cohort 
September 2012 
participants 
September 
2012 cohort 
Mean Age (years) 28 25 24 25 
Academic entry point % 
 3 A levels 
 Access 
 BTEC 
 
13 (42%) 
15 (48%) 
3    (10%) 
 
24 (50%) 
19 (40%) 
5 (10%) 
 
16 (57%) 
10 (36%) 
2   (7%) 
 
28 (53%) 
18 (34%) 
7 (13%) 
 
 In the September 2011 cohort the mean age was 25 years compared to the participant group of 28 
years. This is reflected in the academic entry profile where 50% of the cohort began their 
programme with three A levels compared with 42% of the participant group. In the September 2012 
cohort the mean age was 25 years compared with 24 years in the participant group; the academic 
entry point profile data is similar between the two groups. 
It can therefore be assumed that the participant groups were representative of their cohorts. It is 
not possible to demonstrate this is statistical terms as data are not available on those who declined 
to take part. 
To determine whether there was an association between either age or academic entry level and end 
of Year 1 practice outcomes measured by mentor grading and OSCE score Pearson product-moment 
coefficients were calculated. No significant correlations were found, see Table 8. This was important 
to establish as it ruled out either age or academic entry point as potential confounders in the 
relationship between MMI score and practice outcomes. 
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Table 8: Correlations between age and academic entry point, mentor grading and OSCE score 
 Age Mentor grading 
score 
OSCE score 
Age:                              Pearson correlation 
                                      Significance (2-tailed) 
                                      N 
1 
 
60 
.077 
.569 
57 
-.066 
.617 
59 
Mentor grading:        Pearson correlation 
                                      Significance (2-tailed) 
                                      N 
 1 
 
57 
.344** 
.009 
57 
OSCE score:                Pearson correlation 
                                     Significance (2-tailed) 
                                     N 
  1 
 
59 
** Correlation is significant at the 0.01 level (2-tailed) 
 OSCE total 
score 
Mentor grading 
score 
Academic 
entry level 
OSCE score:                Pearson correlation 
                                     Significance (2-tailed) 
                                     N 
1 
 
59 
.344** 
.009 
57 
-.255 
.090 
58 
Mentor grading: :     Pearson correlation 
                                     Significance (2-tailed) 
                                     N 
 1 
 
57 
-.117 
.389 
56 
Academic entry        Pearson correlation 
Level                           Significance (2-tailed) 
                                     N 
  1 
 
59 
** Correlation is significant at the 0.01 level (2-tailed) 
6.2 Quantitative Results 
Histograms of participants’ MMI scores were produced. These confirmed the normal distribution of 
data. Skewness values were checked providing an indication of the symmetry of the distribution of 
data as well as kurtosis values which indicate the ‘peakedness’ of the distribution (Pallant, 2010). 
Perfect distribution is valued at zero; values +/- 1 are very good and +/- 2 are acceptable for most 
psychometric tests (http://psychology.illinoisstate.edu/jccutti/138web/spss/spss3.html). Skewness 
values ranged from -.812 to .104 and kurtosis values from - .827 to 0.28, see Table 9. These values 
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were within acceptable tolerance confirming analysis using parametric tests was appropriate, see 
Table 9. 
Table 9 reports the mean, minimum, maximum and standard deviations for each station. It can be 
seen that interviewers used a range of scores from the scoring pro-forma with e.g. a minimum of 15 
to a maximum of 56 for the advocacy station; 24 to a maximum of 56 for the ‘respect for privacy and 
dignity’ station.  
Table 9 Station data distribution 
Station (possible score range 0-56) Mean  min max sd N skewness kurtosis 
1: Motivation to become a midwife, 
awareness of midwifery philosophy and 
the role of the midwife 
42.2 25 56 7.253 62 -.124 -.351 
2: Respect for difference and diversity 
 
43.5 30 56 7.056 62 .104 -.774 
3: Honesty and integrity 
 
47.9 32 56 7.028 62 -.812 -.160 
4: Kindness, compassion and empathy 
 
48.3 37 56 4.896 62 -.237 -.248 
5: Intellectual curiosity and reflective 
nature 
43.7 30 55 6.688 62 -.322 -.827 
6: Advocacy 
 
38.9 15 56 8.225 62 -.071 .028 
7: Respect for privacy and dignity 
 
40.6 24 56 7.389 62 -.106 -.738 
8: Initiative, problem solving and team 
work 
44.5 25 56 7.428 62 -.603 0.019 
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Table 10: Pearson correlation and students station specific total percent scores  
 Station total% 1 2 3 4 5 6 7 8 
Station 1: Motivation to become a 
midwife, awareness of midwifery 
philosophy and the role of the midwife 
                Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
 
 
62 
.266 
.036 
62 
-.067 
.604 
62 
.180 
.162 
62 
.001 
.996 
62 
.222 
.082 
62 
*.260 
.041 
62 
.101 
.435 
62 
Station 2: Respect for difference and 
diversity 
                Total %:     Pearson correlation 
                                     Sig (2tailed) 
                                     N 
  .058 
.652 
62 
.128 
.321 
62 
.140 
.277 
62 
*.280 
.028 
62 
-.135 
.297 
62 
.174 
.177 
62 
Station 3: Honesty and integrity                 Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
   .156 
.227 
62 
.241 
.059 
62 
.087 
.501 
62 
.113 
.383 
62 
.086 
.504 
62 
Station 4: Kindness, compassion and 
empathy 
                Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
    .168 
.192 
62 
.201 
.116 
62 
**.434 
.000 
62 
.240 
.060 
62 
Station 5: Intellectual curiosity and 
reflective nature 
                Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
     .132 
.306 
62 
*.306 
.016 
62 
.188 
.143 
62 
Station 6:  Advocacy                 Total %: :    Pearson correlation 
                                     Sig (2tailed) 
                                     N 
      -.001 
.991 
62 
.149 
.247 
62 
Station 7: Respect for privacy and 
dignity 
                Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
       .118 
.361 
62 
Station 8: Initiative, problem solving and 
team work 
                Total %:      Pearson correlation 
                                     Sig (2tailed) 
                                     N 
       1 
 
62 
**Significant at 0.01 level (2 tailed)  * Significant at 0.05 level (2 tailed)
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6.2.1 Reliability 
Station mean scores are shown in Table 9 including the minimum and maximum score. The station 
assessing advocacy had the lowest mean score and lowest minimum score. This infers test reliability 
as participants were students at the commencement of their programme when deeper knowledge 
regarding the role of the midwife as an advocate for women might not be anticipated. The highest 
mean score was at station 4 which assessed kindness, compassion and empathy. This might have 
been anticipated as students had already been through selection processes to be accepted on to the 
programme.  
6.2.1.1 Inter-station Reliability 
Total MMI scores were generated for each candidate. Referring to section 5.5, Box 10 each 
candidate was scored on eight components using a seven-point scale meaning a total maximum 
score of 56 marks were available at each station. The sum of each station score generated an overall 
total for each candidate out of a possible 448. Candidates’ total percent scores at each station were 
calculated. 
The association between stations’ total percent scores was investigated using Pearson product-
moment correlation coefficient, see Table 10. These findings show a moderate, positive correlation 
between stations 4 (kindness, compassion and empathy) and station 7 (respect for privacy and 
dignity) at a 0.01 significance level. No other stations were significantly correlated. Stations 1, 2 and 
5 show weak positive correlation at a 0.05 significance level but Pearson correlation coefficient 
figures below +/- 2.5 represent very little or no relationship (Parahoo, 2014). These findings are 
important as they suggest that each station measured different independent constructs and offers 
additional support to the reliability of the scales used.  
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6.2.1.2 Internal consistency 
The internal consistency of each station was calculated using the candidates’ station specific scores. 
Cronbach’s alpha   scores were generated, see Table 11. 
Table 11: Station specific Cronbach’s alpha scores 
Station Cronbach’s 
alpha scores 
1: Motivation to become a midwife, awareness of midwifery philosophy and the role of 
the midwife 
0.95 
2: Respect for difference and diversity 0.96 
3: Honesty and integrity 0.97 
4: Kindness, compassion and empathy 0.93 
5: Intellectual curiosity and reflective nature 0.94 
6: Advocacy 0.91 
7: Respect for privacy and dignity 0.95 
8: Initiative, problem solving and team work 0.96 
 
Each station showed excellent reliability with Cronbach's alpha scores consistently over 0.90 (Black, 
2003). To contextualise these findings Cronbach’s alpha scores over 0.7 are considered acceptable 
and scores over .8 indicate very good internal consistency (Black, 2003). This implies that each item 
within the station scales was measuring the same construct and all items within the scales 
contributed equally to the scoring process. 
6.2.1.3 Item-total correlations 
Item total correlations were calculated to show the degree to which each item construct (item) 
correlates with the total station score. Low values < 0.3 indicate that the item (construct) is 
measuring something different from the scale as a whole. Findings ranged from .584 (station 6, 
overall impression) to .946 (station 8, understanding the diverse role of the midwife). All values were 
higher than .30 suggesting that each item (construct) was measuring the same as the scale as a 
whole, see Table 12. 
At each station eight items (constructs) were assessed, see section 5.5, Box 12. This number is small, 
therefore mean inter-item correlations are reported for each station, see Table 13. 
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Table 12 Item total correlations  
Construct Station item-total correlation  
1 2 3 4 5 6 7 8 
Ability to create rapport  
 
.686 .744 .857 .711 .781 .755 .656 .789 
Clarity of thought and the ability to articulate their responses 
 
.876 .867 .852 .709 .836 .900 .822 .820 
Effective non-verbal communication skills 
 
.783 .870 .845 .769 .802 .722 .761 .823 
Self-assurance with grace 
 
.817 .881 .921 .873 .718 .708 .831 .865 
Motivation to become a midwife 
 
.908 .817 .830 .702 .811 .618 .904 .834 
Personal perception of how their qualities complement the  requirements of the 
profession 
.811 .880 .902 .725 .715 .721 .934 .882 
Understanding and appreciation of the diverse role of the midwife 
 
.858 .747 .882 .880 .922 .873 .849 .946 
What is  your overall impression as to the candidate’s suitability for a career in 
midwifery taking into account their strength of arguments, ability to perform under 
stress and creative thinking 
.788 .888 .896 .736 .833 .584 .799 .770 
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Table 13 Mean inter-item correlations 
Station Mean inter-item correlation 
1 .704 
2 .735 
3 .791 
4 .632 
5 .685 
6 .600 
7 .710 
8 .742 
 
The high correlations (range .600-.791) suggest a strong relationship between items (constructs) in 
the scale endorsing the reliability of the scoring pro-forma. 
6.2.2 Predictive validity 
The aim of this analysis was to explore associations between participants’ MMI scores and their end 
- of - year practice outcomes measured by OSCE score and mentor grading.  
The relationship between students’ MMI scores and their end of Year 1 practice outcomes was 
investigated using Pearson product-moment correlation coefficient, see Table 14. 
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Table 14  Pearson’s correlation of total MMI scores and practice outcomes. 
Station OSCE Mentor 
grading 
Station 1                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
-.132 
.318 
59 
.153 
.256 
57 
Station 2                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
-.076 
.567 
59 
-.094 
.485 
57 
Station 3                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
.096 
.468 
59 
.018 
.896 
57 
Station 4                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
.191 
.147 
59 
.025 
.855 
57 
Station 5                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
.148 
.264 
59 
.098 
.468 
57 
Station 6                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
-.193 
.143 
59 
-.078 
.562 
57 
Station 7                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
.120 
.365 
59 
.059 
.662 
57 
Station 8                                                                         Pearson 
                                                                                         Significance 
                                                                                         N 
.152 
.250 
59 
-.026 
.848 
57 
 
There were no statistically significant correlations between MMI scores and either of the practice 
outcomes (mentor grading or OSCE). This is discussed in section 7.2. 
Regression analysis  
Had there been statistically significant correlations between MMI scores and either of the practice 
outcomes, regression analysis would have been considered. This would have allowed analysis of the 
impact of MMI scores in addition to other possible confounding factors (e.g. age, academic entry 
level) on practice outcomes. The study was powered for the primary analysis which was to explore 
associations between MMI score and two practice-related outcomes. It is acknowledged that the 
study would have been under-powered to conduct regression analysis (Tabachnick and Fidell, 2007) 
1 . 
                                                          
1
 N>50+8m where 8=number of independent variables (OSCE & mentor grading),  N>50+8m=66,  sample=57 
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6.2.3 Participant evaluation: Descriptive statistics 
Students were asked for their views immediately following completion of their MMIs including any 
previous experience of the technique. N=62 students responded which was 100% of the original 
sample (see section 6.1). 
Table 15: Participants’ previous experience of being interviewed using MMIs 
 Frequency Percent 
Previous experience:                              Yes 
                                                                     No 
                                                                   Total 
5 
57 
62 
8.1 
91.9 
100 
 
No participants from the September 2011 cohort had previous experience of MMIs. The five 
participants who responded ‘yes’ to this question were from the September 2012 cohort (see Table 
15). This corresponds to developments in interview techniques where it is known that one HEI in the 
local vicinity to the University of Surrey introduced MMIs in their September 2012 recruitment cycle.  
The questionnaire feedback of each of these five respondents was examined to establish whether 
their MMI experience at another HEI had any impact on their perceptions of this experience. 
Comments were evident in the free text options indicating that previous experience did not impact 
on their evaluation. 
Participant feedback 
Descriptive statistics were generated for each of the closed question elements in the participant 
evaluation questionnaire, see Table 16.  
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Table 16 Descriptive analysis from the participant evaluation  
 
N=62 (100%) 
Strongly 
disagree 
disagree Neither 
agree or 
disagree 
agree Strongly 
agree 
 n % n % n % n % n % 
I received adequate information about how MMIs would be conducted 1 2 0 0 2 3 30 48 29 47 
I did not feel prepared for the MMI 4 7 23 37 20 32 12 19 3 5 
The scenarios were written in a  way that was easy to understand 1 2 0 0 6 10 43 69 12 19 
Did not understand why asked some of the questions in the MMI 13 21 32 52 7 11 6 10 4 6 
One minute between stations allowed me to refocus 0 0 8 13 11 18 26 42 17 27 
Five minutes at each station was to long 2 3 23 37 10 16 24 39 3 5 
The MMI format is daunting 1 2 13 21 12 19 27 43 9 15 
The traditional interview format is daunting 1 2 10 16 7 11 29 47 15 24 
The MMI technique is fair to all students 2 3 7 11 14 23 28 45 11 18 
The traditional interview format is fair to all students 0 0 17 27 18 29 23 37 4 7 
There is no opportunity to present your personal strengths in the MMI 5 8 18 29 11 18 23 37 5 8 
No opportunity to present your personal strengths in the traditional interview 9 14 42 68 7 11 4 7 0 0 
More able to recover from a difficult question in the MMI 6 10 19 31 12 19 18 29 7 11 
More able to recover from a difficult question in the traditional interview 2 3 19 30 11 18 16 26 14 23 
The MMI is a comprehensive way of selecting midwifery students 3 5 5 8 13 21 34 55 7 11 
The traditional interview is a comprehensive way of selecting midwifery 
students 
1 2 12 19 19 31 30 48 0 0 
148 
 
Overall, all participants found being interviewed, whether using MMIs or traditional personal 
interview daunting. However 44 (71%) felt the traditional interview was more daunting compared 
with MMIs 36 (58%). 59 (95%) of respondents felt they had received adequate information prior to 
their MMIs which is really important and may have contributed to feeling less intimidated by the 
process.  
Fifty-five participants (88%) felt the scenarios were written in a way that was easy to understand 
while 45 (73%) agreed or strongly agreed that they understood why the questions were being asked. 
This is an important reliability indicator and reflects the significance of piloting processes. 
Forty-three participants (69%) agreed or strongly agreed that the one minute between stations 
allowed them time to refocus, however equivocal feedback was given about the five-minute 
duration of each station. The content analysis, see 6.3.1 of the respondents’ free text comments did 
not reveal any further information regarding this.  
Participants considered both the MMI and traditional interview format as fair to all students, 39 
(63%) and 27 (44%) respectively. More students felt the MMI was fairer and free text comments to 
support this are found in 6.3.1. 
Interestingly 51 participants (82%) felt they were able to present their personal strengths in the 
traditional interview compared with 45% in the MMI. 
Forty-one (66%) respondents considered the MMI to be a comprehensive way of selecting students 
compared with 30 (48%) agreeing or strongly agreeing that the traditional interview is a 
comprehensive way of selecting students.  
Participants’ overall views of the MMI compared with the traditional interview format 
Participants were asked for their overall preference for interview technique comparing the MMI and 
the personal interview, see Table 17.  
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Table 17: Preference for interview technique 
 
 
Twenty-three respondents (37%) said they preferred the MMI compared to 22 individuals (35%) who 
expressed a preference for the personal interview. Discussion of these findings can be found in 7.2. 
 
6.3  Qualitative Results 
Open question responses from candidate’s feedback and focus group interviewer discussion are 
presented in this section. 
6.3.1 Participant evaluation: Content Analysis 
Content analysis was conducted on the free text responses to two questions in the participant 
evaluation questionnaire, see Table 18:  
 ‘Having experienced both interview formats do you prefer the traditional interview?’ 
  ‘Having experienced both interview formats overall, do you prefer the MMI?’ 
Each question was designed to: elicit specific comments relating to either the traditional interview or 
the MMI; verify participants' responses and minimise the likelihood of respondents answering in a 
way in which they thought they ought to. Free text comments were read, relevant phrases were 
assigned colour codes and then these were grouped and tabulated accordingly, see Table 18.
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Table 18: Free text responses from the participant questionnaire 
Q5 ‘Having experienced both interview formats, overall do you prefer the traditional interview’ (TI)? 
 
 
Code Data display No of 
Students 
Interaction (TI) a)More able to have a conversation/ interact with the interviewer/more able to ‘sell myself’ in the traditional interview format 
 
34 
Cognition (MMI) b) MMI requires you to think more which is a better way of getting truthful answers 
 
9 
Likeminded interviewer c) If you don’t get along with your interviewers this can affect how you answer questions 
 
7 
Perceived stress d) In traditional interview felt I could relax more, in the MMI it felt like I was starting all over again at each station 
 
3 
Silences e) More awkward silences in the MMI, feels more formal whereas in the TI you can build more rapport with interviewers 
 
10 
Unidirectional interaction f) MMI doesn’t allow you to get a feel for staff like the TI, we are picking University as well as University picking us 
 
 
 
 
 
4 
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Q6 ‘Having experienced both interview formats, overall do you prefer the multiple mini interview’ (MMI)? No of 
students 
Multi-station process 
(time to recover) 
g) MMI allowed a break between questions to gather my thoughts which I thought was useful time to recover 11 
Rehearsed answers (TI) h) The questions are challenging but this is what interviews are supposed to be about, pushing yourself to show your true 
personality and nature, not rehearsed answers 
5 
Multi-station process 
(more interviewers) 
i)You see a range of people in the MMI which means more people can get a better picture of your personality/ more chance to 
interact with different people  
19 
Multi-station process 
(recover poor station) 
j)Could move from bad station in the MMI and not let it impact on other stations 11 
Interviewer bias k) Felt far less likely to be judged before taking part in scenarios 
 
2 
More relaxing (MMI) l) The overall experience of the MMI was more relaxing and enjoyable 
 
6 
Fairness (MMI) m) The MMI is fair to all personalities 
 
6 
Different perspectives 
(MMI) 
n) More opportunity to get across what you felt in the MMI looking at things from different perspectives 5 
Daunting (MMI) o) The scenarios are daunting 
 
9 
Life experience p) Non midwifery questions made me feel challenged but confident in my answers/ life experience 
 
3 
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Some respondents’ free text comments did not relate to the questions, for example comments b) 
and f) in Q5 in Table 18. Others mixed format responses, for example, comment d) and e) in Q5. 
Comments were therefore regrouped according to interview format, see Table 19.  
Four principle themes emerged which comprise participants’ views: the multiple nature of the MMI, 
cognitive aspects of the interview techniques, experiential perspectives and an overall view.  
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Table 19: Participant responses: frequency and themes 
MMI specific comments/phrases  
 Number Theme 
  You see a range of people in the MMI which means more people can get a better picture of your 
personality/ more chance to interact with different people 
18 Multiple nature of 
MMI format 
 MMI allowed a break between questions to gather thoughts which I thought was useful time to recover 10 
 Could move from bad station in the MMI and not let it impact on other stations 10 
 MMI requires you to think more which is a better way of getting truthful answers 7 Cognitive aspects 
 More opportunity to get across what you felt in the MMI looking at things from different perspectives 5 
 The questions are challenging but this is what interviews are supposed to be about, pushing yourself to 
show your true personality and nature not rehearsed answers 
4 
 Non midwifery questions made me feel challenged but confident in my answers/ life experience 3 
 More awkward silences in the MMI, feels more formal whereas in the traditional interview you can build 
more rapport with interviewers 
10 Experiential 
perspective  
 The scenarios are daunting 7 
 The overall experience of the MMI was more relaxing and enjoyable 5 
 Felt far less likely to be judged before taking part in scenarios 2 
 In traditional interview felt I could relax more, MMI it felt like I was starting all over again at each station 2 
 The MMI is fair to all personalities 5 Overall view 
 MMI doesn’t allow you to get a feel for staff like the traditional interview…we are picking University as well 
as University picking us 
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Traditional interview specific comments/phrases 
 Number Theme 
 More able to have a conversation/ interact with the interviewer/more able to ‘sell myself’ in the traditional 
interview format 
31 Experiential 
perspective 
 If you don’t get along with your interviewers this can affect how you answer questions 7 
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Thirty one individuals expressed a preference for the traditional interview format as it enabled them 
to “have more conversation and interaction with interviewers”. This is interesting to note compared 
with the comments regarding participants’ experience of MMIs where a total of 28 positively 
evaluated the multiple station elements of MMIs. These findings concur with the overall evaluation 
of the MMI compared with the traditional interview format, see Table 17 where no significant 
difference was found. The seven individuals who stated that “if you do not get along with your 
interviewers this can affect how you answer questions” stated their preference for MMIs in their 
overall evaluation.  
One of the aims of MMIs is to try to elicit intuitive and genuine responses from candidates rather 
than pre-prepared answers to anticipated questions. It is interesting to note that a number of 
individuals recognised this and felt it was a positive aspect.  
“The questions are challenging but this is what interviews are supposed to be about, pushing 
yourself to show your true personality and nature not rehearsed answers” 
“Non-midwifery questions made me feel challenged but confident in my answers/ life 
experience” 
MMIs aim to dilute the potential effects of interviewer bias through multiple encounters with 
different interviewers. In addition any preconceived ideas interviewers may have about candidates 
are minimised compared with the traditional interview. Interviewers have no prior knowledge of 
candidates and will not have read their application forms or personal statements. A number of 
respondents appreciated this and “felt far less likely to be judged before taking part in scenarios”.  
Ten participants felt there were more awkward silences in the MMIs. This could be attributed to the 
format that was piloted in which applicants were required to remain at each station until the five 
minutes was completed even if they had concluded their response. This has been taken into 
consideration with the further development and implementation of MMIs in recruitment at the 
University of Surrey, see 7.3.3.1 where the length of time at each station is reduced to four minutes.  
Five participants in the September 2012 cohort had previous experience of MMIs prior to this pilot. 
Their free text comments were explored but none commented on whether they felt this past 
experience had any impact on their views or evaluation.  
The four emergent themes: multiple nature of the MMI format, cognitive aspects, an experiential 
perspective and overall view are now explored in greater depth. 
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6.3.1.1 Multiple nature of MMI format: This defines the candidate experience in terms of an 
‘assessment circuit’ rather than a scheduled time allocation with two interviewers. Most 
respondents viewed this as a positive feature apart from two who agreed that in the MMIs ‘it felt as 
if you were starting again at each station’. Candidates felt they were able to move from a station 
where they did not perform well and collect their thoughts in the one-minute break between before 
moving to the next station. 
6.3.1.2 Cognitive theme: Respondents appeared to value being encouraged ‘to think’, offer differing 
perspectives and arguments to resolve complex situations 
“MMI requires you to think more which is a better way of getting truthful answers” 
“... more opportunity to get across what you felt in the MMI looking at things from different 
perspectives”. 
6.3.1.3 The experiential theme illustrated respondents’ views of their interview experience. A 
diverse set of comments revealed those who found the scenarios daunting compared with those 
who found the MMIs ‘more relaxing and enjoyable’ than the traditional interview. Two individuals 
stated that they felt ‘less likely to be judged’ in the MMIs compared with the traditional interview. 
This is because interviewers had no prior knowledge of the candidate and so they could not be 
influenced by any pre-conceived ideas emanating from the candidates’ application form details.  
6.3.1.4 Respondents also expressed an overall view of MMIs where an unanticipated number of 
comments related to the participants’ perspective of the role of their interview:  
“We are picking University as well as University picking us”.  
Due to the limited interviewer-interviewee format of the MMIs, respondents did not feel they could 
make an informed judgement about the University staff. This is an important consideration and is 
discussed in Section 7.2. 
These four themes have important implications for the development and implementation of MMIs, 
see section 7.3.3. 
Content analysis of the “any additional comments” option revealed interesting information 
regarding how participants felt about their ‘mock’ MMI experience. They reported feeling stressed; 
some stated that they had dressed for interview in preparation for the day. These comments suggest 
that participants actively engaged in the interview process. 
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6.3.2 Interviewer feedback  
The focus group revealed detailed information regarding interviewer’s evaluation of MMIs; 
modifications and enhancements were also suggested which will inform the development and 
implementation of the technique, see section 7.3.3. 
It was important to establish whether participants had prior experience of interviewing or being 
interviewed using MMIs. No participant reported having any previous exposure to MMIs either 
theoretically or personally. Any past experience, either positive or negative, may have influenced 
their evaluation. The findings therefore represent the views and feelings of each interviewer who 
started from a similar knowledge base position with regard to MMIs and who had received the same 
training and preparation.  
Initial, deductive analysis using the a priori questions in the focus group guide or ‘code book’ 
(Appendix 5) was conducted. Relevant segments or words of the transcription were colour coded 
and grouped according to the codebook items. These are presented in Table 20 (see also Appendix 6 
for complete focus group transcription). In accordance with the hybrid approach (Fereday and Muir-
Cochrane, 2006) proposed in section 4.9.2.2, the transcription was then read and re-read in its 
entirety. By remaining ‘open’ to the data unexpected and new insights were generated inductively. 
These included multi-level logistical issues associated with the MMI model as well as the potential 
implications of using MMIs in ‘live’ recruitment. The first stage was invaluable as, once the narrative 
segments had been collated using the code book framework, three reoccurring themes became 
identifiable. However the extracted segments appeared disjointed and fragmented limiting any 
contextual interpretation. In this section findings are therefore presented, not according to the 
initial questions that structured the focus group but under headings of the three generic themes that 
were generated: experience perspectives, pragmatic considerations and emotions. Further sub-
divisions became evident within these three themes as illustrated in Figure 6.  
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Table 20 Interviewer focus group questions, codes, data extracts and themes  
Question Code Data Display (see Appendix 6 for 
complete transcription) 
Themes 
Initial Interpreted 
Has anyone had experience of taking part in 
MMIs before? 
Had experience 
No prior experience 
“I have had no experience before of 
using this technique” (INT 6, p.243) 
 
“No experience” (INT 5, p.244) 
 
Past experience Experience 
perspectives 
What were your initial reactions and 
feelings to this idea when the MMI was first 
introduced? 
Specific feelings e.g. caution, 
concern, positive, openness, 
wonder. 
 
Initial questions e.g. practitioner 
involvement, time required 
“I felt quite positive” (INT 7, p.244) 
 
“I was a bit cautious” (INT 9, p.244) 
 
“So, all those sorts of practical 
aspects of it would really concern 
me” (INT 4, p.245)  
 
Emotions  
 
 
 
Practical 
considerations 
Emotions 
Pragmatic 
considerations 
How was the training, how adequate was it, 
what did you think, were there any issues? 
 Understanding of scenarios 
Understanding of scoring 
 
 
 
 
 
 
Specific feelings expressed e.g. 
apprehension, excitement, optimism 
“No (issues), I think AC answered ... ” 
(INT 3, p.246) 
“ ... let’s spend 5 minutes (say) 
deciding what your criteria are for 
getting a high mark” (INT 9) 
“I like the idea of a model answer” 
(INT 3, p.248) 
 
“Some of those things there isn’t a  
correct answer, what we are looking 
for is correct reasoning” (INT 5, 
p.248) 
Adequacy of MMI 
preparation 
 
 
 
 
 
 
Emotions following 
training prior to 
interviewing 
Experience 
perspectives 
Emotions 
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How did you feel about conducting the 
MMIs as an interviewer? 
Specific feelings expressed e.g. 
apprehension, excitement, 
optimism, panic, stress, positive 
prior  MMIs’ 
“Do I remember what I’ve been told 
to do ...  there was a degree of panic 
with the first one  ...  but then when 
you get into doing them  ...  you are 
alright” (INT 2, p.252) 
Emotions  about 
interviewing using 
MMI technique 
Views regarding the 
MMI process itself 
Emotions 
 
Experience 
perspectives 
How do you evaluate the MMI as an 
admissions instrument compared with the 
personal interview? 
‘Validity’, ‘reliability’, ‘usability’ 
Advantages of the MMI 
Advantages of the personal 
interview 
Disadvantages of the MMI 
Disadvantages of the personal 
interview 
Ability to present personal strengths 
Ability to select according to 
effective communication skills 
Ability to select those most suited to 
the clinical environment 
Perceived stress of each interview 
technique 
“There are pros and cons to both I 
think” (INT 3, p.260) 
“I like it because, the trouble is with 
interviews  ...  it’s very easy to get in 
a conversation and should we be 
having a conversation  ...  (INT 9, 
p.261) 
“I think it gives you a much better 
idea than our current interview of 
whether they are able to rationalise, 
(as you say), analyse, synthesise” 
(INT 5, p.250) 
 
Views of the personal 
interview compared 
to the MMI  
Experience 
perspectives 
 
The place MMI may or may not have in 
future recruitment strategies ...   
Is 5 minutes enough time? 
Compared to the normal standard 
interviews, is it more tiring or more time 
What about the 1 minute between each 5 
minute slot was that long enough? 
What do you think about the scoring, what 
happened when you used it? 
Which more is daunting for the candidates, 
the interview or the MMI? 
Time at each station 
Time between stations to score 
Scoring system  
Practitioner involvement 
 
“Five minutes is too long” (INT 4, 
p.255) 
“No I don’t think it’s too long “ (INT 
3, p.255) 
 
“It (the scoring) needs bench 
marking” (INT 7, p.262) 
“The training of all those 
practitioners, it’s about 150 of them, 
how would we do that? “ (INT3, 
p.245) 
Practical, 
administrative, 
resource, staff 
(practitioner) 
perspectives 
Pragmatic 
considerations 
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Do you think that candidates interviewed 
using MMIs on different occasions by 
different interviewers are likely to be scored 
the same? 
 
Do you think candidates interviewed using 
the traditional interview, on different 
occasions by different interviewers, are 
likely to be scored the same? 
 
Interviewers’ views “No”, INTERVIEWERS as group, p.266 
“I tried really hard to be careful and 
consistently mark this morning” (INT 
9, p.266) 
 
“No”, INTERVIEWERS as group, p.266 
 
Test-retest reliability Experience 
perspectives 
What is your general opinion (of MMIs), 
how many people think it’s better overall? 
Interviewers’ views e.g. ‘better’, ‘I’ve 
not decided’, I would like to see AC’s 
results’ 
“I think it’s better” (INT 9, p.268) 
“If we could sort out the logistics of 
it I would really like to take it 
forward” (INT 4, p.268) 
Overall evaluation Experience 
perspectives 
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Figure 6. Interviewer feedback grouped according to themes 
 
6.3.2.1 ‘Experience’ perspectives 
Both interviewers’ views and interviewers’ consideration of candidates’ experiences were elicited in 
the focus group. It is interviewers’ immediate and ongoing concerns centred round the 
administration of the interview technique which are presented in this section. Their feelings in 
relation to administering MMIs are captured in the ‘emotions’ theme. In the five minutes at each 
station candidates were asked to respond to scenario questions. Limited interviewer-candidate 
dialogue was permitted and no trigger questions were provided (see section 5.2). Interviewers were 
able to repeat the question or ask ‘is there anything else you would like to add’. Some interviewers 
did not consider this lack of interaction a positive feature: 
INT 3: “I thought it was like a production line (initially) and the individuality of the students 
probably would not come through”. 
INT 6: “I also felt that you couldn’t interact with the candidate and I feel that goes against 
the philosophy of midwifery in terms of our interaction with women ... ” 
This was corroborated by INT 7:  
“ ...  and you can’t say “oh yes and how did you feel when that happened  ... it’s quite 
unnatural really”. 
 
• Interviewer  
• Candidate (perceived) 
'Experience' 
perspectives 
 
• MMI model 
• Interviewer/practitioner training 
'Pragmatic' 
considerations 
• Interviewers 
• Candidates (perceived) 
'Emotions' 
161 
 
INT 9: “The fact that you couldn’t probe them about something  ...  I found it very difficult 
when they did not know how to interpret the question”. 
Interestingly, as this discussion evolved interviewers’ perceptions appeared to change: 
INT 6: “I think it’s that lack of interaction that I have my reservations about, you know, I’ve 
got positive thoughts but then there is that side of it” ...  however she went on to concede 
that: “it does give you a good snapshot view of that person and actually you can very quickly 
sum up that person’s attitudes, beliefs and ideas in that one scenario”. 
INT 9 offered a really insightful perspective:  
“I like it because  ...  I think at interview it’s very easy to get into a conversation and  ...  
should we be having a conversation or should we be interviewing? You know sometimes I 
find when we are interviewing they say something that chimes with me and I  ...  and you 
respond and does that give them a halo effect?” 
INT 7 felt she could see the purpose of it (MMIs) as: 
 “It’s more equal because everyone is getting exactly the same opportunity”. 
These are significant issues; if an interviewer deviated from the model and began a dialogue this 
would impact on the parity of opportunity offered to each candidate. Also, the importance of non-
verbal communication cannot be understated especially as this was an assessed item on the score 
sheet. The requirement for interviewers to adopt a positive and encouraging persona was 
emphasised in pre-interview training.  
MMIs were perceived to be beneficial as interviewers had no prior knowledge of the candidate 
before the interview itself. INT 7 suggested that: 
“What’s quite nice about it (MMIs) is that they come through the door and we know they’ve 
been selected for interview but with our traditional interview we have their forms in front of 
us which tells us what they’ve got 3A stars and they are a genius and that does bias you 
whereas this, they come in, they sit down and they are just a person ... and it’s quite nice not 
knowing”. 
Interviewers reported appreciating meeting all the interviewees. Interviewees have a 
correspondingly enhanced exposure to a greater number of interviewers because of the multiple 
format of the model. This was considered a positive feature. 
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INT 8: “I liked seeing all the different students” 
INT 6: “I did, I liked that snapshot and I really warmed to a lot of them with their feedback 
and their answers and it really demonstrated to me, gosh I am really looking forward to 
working with this student ... that’s how I felt”. 
Through their experience, interviewers considered what the MMI actually ‘told’ them about the 
candidate: 
INT 5: “I don’t know if it’s giving me a good idea about whether they would make a good 
midwife or not  ...  but I think it gives you a much better idea than our current interview of 
whether they are able to rationalise ... analyse, synthesise ... you can see those students who 
have very concrete thinking and those who are able to look at both sides of the argument”. 
An alternative perspective was offered by INT 5:  
“I think we are all capable with the current process to say who are the people we shouldn’t 
have, the problem is when we have to select the cream because we haven’t got enough 
places, it’s our differing opinions on who is the cream and who is the top of the milk because 
we definitely don’t all agree on that ... but I’m thinking of some of the students in the past 
whom we’ve accepted onto the programme and regretted deeply that we did, and some of 
them came over so well at interview because the questions were predictable, you know those 
ones asking ‘why do you want to be a midwife’? Those things they can be coached in 
whereas if you just come up with a scenario that they are not expecting then you are looking 
at their reasoning”. 
INT 4 corroborated this view by stating that:  
“One girl this morning ... after she dried up after about 30 seconds told me that she had 
memorised her answers at interview and that’s how she got through it ... ”. 
The focus group participants agreed with INT 5’s comments which appeared to sum up their views 
regarding (MMIs) 
 “ ...  they might actually work”.  
Assessing candidates for values and attributes is a core principle (HEE, 2014). This was not 
considered in great depth but INT 6 did feel that caring was demonstrated:  
“It came over very clearly to me ... I found the compassion came out much clearer”. 
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These views are really important to note because the scenario answers themselves and candidates’ 
ability to respond to complex situations are both appraised. In addition, the key attributes being 
assessed reflect those required  in busy clinical practice environments. 
Seeing more candidates in one selection day did not concern interviewers in terms of administering 
the MMIs. Interestingly they were either perceived to be:  
(INT 7 and 9) “Equally tiring” or  
(INT 8): “Less tiring because I felt this continual change of face coming helped and it only 
takes 40 minutes for one round and then we have a break for 10 minutes and I find at interviews 
sometimes I don’t even have time to get a break”. 
The candidates’ experience of MMIs was considered by interviewers. INT 3 was concerned that:  
“Students would change as they went through the scenarios in terms of how they managed it 
because, as they went through them, they got more used to how to address them and that 
would probably change the picture we had from the beginning to the end”. 
This issue was not reiterated by others but INT 3 repeated her view on another occasion raising her 
concern about the “subjectiveness” because: 
“You (another interviewer) might think that this student is low and didn’t do well but when 
she came to my scenario she probably did a lot better because she had been through 3 or 4  
or so by the time she came to me”.  
Interestingly INT 9 pointed out that: 
  “It would even out wouldn’t it ... between the eight stations, it would even out”. 
 Later INT 7 suggested that it maybe it is not the experience of moving around which is important it 
is the fact that: 
 “She gets your scenario”. 
INT 3: “ ...  and the other ones she doesn’t”. 
It was suggested by INTs 4 and 7 that: 
“Maybe that’s why it (MMI) would work better than the normal interview  ... because you 
get a more holistic view”. 
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MMIs were considered to be fairer (than the traditional interview) because it gave people a chance 
(INT 0):     
“If you do badly with one interviewer you have other people as well so it evens out a bit 
more”. 
INT 2 and 9 agreed and this is also a positive feature which was cited in the candidate evaluation, see  
Table 19. 
6.3.2.2 ‘Pragmatic’ Considerations 
Interviewers’ views of the MMI model piloted as well as practical considerations regarding how it 
could be adopted in ‘live’ student recruitment in the future are presented in this section. In the 
context of this discussion the design of the model being evaluated appeared to inform and impact 
on suggestions for refinement for future usage. 
The length of time at each station appeared to be an important issue. Interviewers’ views were 
mixed; INT 3 suggested five minutes: 
 “Wasn’t too long”. 
While INTERVIEWERS 4,7 and 9 thought it was: 
 “Too long”. 
(INT 5) stated: 
“On Monday I came to the conclusion that four minutes would be enough for the majority of 
students. Some could go on well for five minutes but four minutes would have given you 
what you needed”. 
This view was corroborated by INT 4: 
 “Well, we had five minutes this morning didn’t we but I think we could do it in four”. 
Four-minute stations have not been piloted in medical student recruitment (see Appendix 1). 
Reducing the length   of time at each station should be balanced against the number of stations in 
each cycle (Cameron et al, 2012). This point was raised by INT 7: 
 “Timing too, if this was transferred into real life would it take more time?” 
This is discussed further in 7.3.3.1. 
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The one minute between station was felt by all except one participant to be ‘about right’ (INT 1, 2, 3, 
4, 6, 7, 8, 9).  
INT 5 stated that: 
“On Monday I needed that minute ... I certainly needed the whole minute ... but today 
because I had done it on Monday I was quicker ... ”. 
This comment confers the importance of training and updating between and before interview days 
so that interviewers feel adequately prepared to start, see section 7.3.3.1. 
The importance of accurate scoring and having enough time to write a comment, should it be 
required, was raised. Also a number of the stations’ scenarios had two or three parts to them. 
Concerns were raised over allocating consistent time to all parts to enable the candidate to have the 
opportunity to respond to each. This led to some debate about the scenarios themselves and 
whether a model answer should be available.  
“I know not everyone agrees but without thinking about what your model answer would be 
and therefore that would be an excellent answer ... with the first one you have you’ll think, 
well that was quite good and you might score six’s or seven’s but then somebody else comes 
along and it changes your opinion slightly, so I would be quite keen to have a model answer 
type thing so that you can bench mark it otherwise its subjectivity again” (INT 4). 
INT 2 offered an alternative view: 
‘I think the secret lies with really designing the scenarios tightly with us all involved ... but 
not ending up with us saying they have to say that. You really have to let them speak; listen 
to what they have to say. If the scenario is sound enough then it will do its job and they will 
naturally come up with the goods but I don’t want to tick ‘they’ve done this’, ‘they’ve said 
that ... ” 
INT 9 suggested that, once scenarios were allocated on interview days, she should have: 
 “Thought about it ... I should have thought, ok what do I want them to see in this”?  
The discussion then moved to scoring at each station. INT 7 suggested the scoring needed: 
 “Benchmarking”. 
 This is interesting as the score sheet was accompanied with a standard descriptor defining what 
constituted an answer at each level. Interviewers potentially needed reminding of these definitions 
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prior to each interview day to enhance inter-rater reliability. INT 5 was concerned that the score 
sheet allowed her to score what she wanted from the scenario:  
“I didn’t feel the score sheet actually let me reflect some of the good answers I was getting”. 
 This view was not corroborated by others but implies that further piloting of the score sheets would 
be required in ‘live’ recruitment. Also an implication for future MMI use was the practical application 
of ‘reject codes’ to candidates.  
INT 4: “We have to be really clear after interviews now as to why we are rejecting them, with 
reject codes. I have to gather them all up at the end and decide why we are rejecting them 
and on what basis and on what evidence and what reject code. So if somebody did a duff 
answer that would have to be really clearly written on this form so at the end I would know 
what reject code to use”. 
This issue is discussed further in chapter 7.3.3.1. 
A positive feature of MMIs was considered to be their relative ability to ‘run on time’. 
INT 4: “how we work the scoring out or how we decide to grade them is up to us at a later 
date but at least they’ve got their (time) slot ... none of them have gone away thinking well, 
you left me for an hour so I’m not going to have you even when you want me”. 
Interviewers appeared to agree that: 
“You can’t run late’  ...  if you are running late (traditional interview format) it doesn’t 
matter whether you’ve got the best candidate in the world, you’ve lost her, she is going to go 
somewhere else because she’s had a rubbish day ... so I think at least by this you give them a 
time slot and they are through and out”. (INT 4). 
Participants deliberated the practicalities of the model piloted for example, breaks between cycles. 
Views were mixed: 
INT 4 “If we were doing this for real there would be no break after each cycle, there would be 
just enough break time to literally get a glass of water and start the next cycle”. 
INT 8: “but you have that 5-10 minutes, you don’t have that with the (traditional) interviews 
... it’s not a long break but it is a break”. 
INT 2: “you would need a break between cycles if you were doing it for real”. 
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Towards the end of the focus group discussion moved to how practitioners would be involved. 
Traditionally practitioners comprise half the interview team on any one interview day. A practitioner 
perspective is considered an essential contribution to the selection process. 
INT 3: “how would mentors view this ... we want them to be part of the interview process. In 
terms of they are selecting them for practice, would they see this as maybe not relating to 
practice issues, that would be my question”. 
This view was countered by INT 9:  
“but the current interview isn’t related to practice, is it, it’s just ‘why Surrey’ and you know 
one little scenario they might act on, so it’s no different”. 
The logistical issues associated with training and involving practitioners would have to be overcome 
in ‘live’ recruitment using MMIs. INT 3 correctly commented: 
“We haven’t got all the answers have we about the practitioners, how they would perceive 
this, so we haven’t got all the data’. INT 6 went on to suggest that ‘it would be a useful 
exercise one day to get their feedback. This has been achieved, see 7.3.3.1. 
Interviewers’ overall views were expressed taking into consideration the logistical implications of 
using MMIs in ‘live’ selection: 
INT 4: ‘potentially it could be really good if we can overcome the practicalities including the 
numbers of students that we interview currently, and I think the numbers that we interview 
currently are only going to go up..’ 
The resource implications of MMIs were a concern, interviewers questioned whether they would be 
more resource intensive than traditional interviews.  
This feedback has been informed the format of MMI training days in ‘live recruitment’ which is 
explained in Section 7.3.3 
Interviewer training was an important part of the interviewers ‘pragmatic considerations’. Each 
interviewer who took part in the focus group had received the same training and preparation to 
undertake MMIs (see 4.6.5. The theory underpinning MMIs was explained as well as practical 
aspects of administering them. Feedback was positive: 
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INT 9: “well the rationale behind it, it was a very clear rationale ... .she introduced at a 
midwifery PDM (Practice Development Meeting) and she supplied the rationale really well 
and she included us in the development of the scenarios”. 
INT 1: “and that was very clear and straight forward ... I did it last year and when I saw it this 
year, I thought oh yes I remember that ... it was fine”. 
The issue of an ‘idea’ answer was revisited in relation to the training. INT 9 suggested that: 
“You have to decide what your criteria are (for each station) and I think maybe we could 
have explored that a bit more”.  
She went on to suggest that a development (for next year as part of the training) might be to think 
about the scenarios and what candidates might come up with because: 
“ I found today by the time I’d done the second round, people would approach it in a 
different way and I was thinking “that’s really good”. 
This has been addressed in subsequent training, see 7.3.3. 
The training of practitioners should MMIs be used in live recruitment was also discussed.  
INT  3: “They (practitioners) would need training”. 
INT 4: “So the practitioners would have to come in earlier in the day so one of us would have 
to be available to train them on the day to tell them what they are going to do”. 
It was suggested that practitioner training would not take long: 
INT 5:  “Initially half an hour” 
 But that: 
INT 4: “It would have to be built into the day” 
 INT 2 suggested that practitioners get involved in designing the scenarios in the future. 
 
 
 
 
169 
 
6.3.2.3 ‘Emotions’ 
Interviewers’ emotional response to taking part in piloting MMIs was multi-dimensional. They 
articulated an initial response to anticipating the process, they experienced a variety of emotional 
reactions during the pilot and were able to express their overall feelings post MMI experience. Each 
of the two themes already described (‘experience perspectives’ and ‘pragmatic considerations’) 
were characterised by an emotional component. I intended to write this section under headings, for 
example ‘pragmatic considerations and emotions’, ‘experience and emotions’. However, it became 
clear that many emotional responses were felt at different stages and that these were 
interchangeable and not mutually exclusive to each theme. I have therefore revisited the transcript 
and compiled a diagram of all the emotions expressed by interviewers in their words, Figure 7.  
 
Figure 7: The emotions expressed by interviewers in their own words 
 
Cautious 
ness 
Anxiety 
Positivity 
Intrigue 
Openess 
Like 
Excitement 
Panic 
Stress 
Enjoy 
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Extracts from the narrative are presented to illustrate the emotions expressed by interviewers. 
Feelings of caution mixed with anxiety were some interviewers’ immediate response to undertaking 
MMIs:  
(INT 3) “a bit cautious, I wasn’t sure how it was going to work out because I thought it was 
like a production line and the individuality of the students probably would not come through. 
That was my initial reaction”. 
INT 9: “Yes, I was a bit cautious; the fact that you couldn’t probe them about something and 
the anxiety about something new, something different. Timing too, if this was transferred 
into real life would it take more time but now I don’t think it would.”  
One interviewer felt ‘positive’ initially and ‘excited’; this was based upon her knowledge of her 
husband’s experience of interviewing: 
(INT 7) “I felt quite positive ...  my husband is in the police and they use a similar technique 
there so I had had conversations with him about it, so I thought it was quite exciting”. This 
familiarity with interview techniques like MMIs appeared to ameliorate the experience for 
her. 
The caution and anxiety expressed by some went on to be revealed by others as perceived ‘stress’ 
and ‘panic’ at the time of the interviews themselves. Having felt ‘positive’ initially, INT 7 found the 
reality of conducting MMIs quite different: 
INT 7: “ I found it quite stressful, not the whole thing but  ... you can’t interact ... you can’t 
say ‘oh yes and how did you feel when that happened’ and particularly that question we had 
today ‘tell us about a crisis in your life’ and someone’s pouring out this terrible thing and you 
can’t say ‘gosh that’s awful’. That’s quite stressful and it’s quite unnatural really”. 
INT 2 reported feelings of pressure and ‘panic’ from an operational perspective:  
“I think, for me, it was: ‘do I remember what I’ve been told to do’ and so there was a degree 
of panic with the first one ... ” 
It would appear that administrative considerations including the lack of interaction between 
interviewer and interviewee, as well as experiencing ‘something new’, contributed to these feelings.  
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INT 8 offered an opposing view: 
“You see I think it is less stressful, I don’t feel so tired because it is so focused. I could keep 
doing that all day”.  
INT 1 corroborated this view stating that she knew other Centres of Excellence who were using 
MMIs and she was “intrigued to see” ...  While INT 9 stated her caution initially, she did go on the say 
that she was “open to it”. INTs 6 and 8 were also ‘positive’ offering different and interesting 
rationale: 
INT 6: “My positive view towards it is that it does give you a good snapshot view of that 
person and actually you can very quickly sum up that person’s attitudes, beliefs and ideas in 
that one scenario ... ” 
INT 8: “I’m quite positive about it, I think it’s quite good to see all the candidates because in 
the present system of interviewing you only see a few, so this way you get to see them all ... I 
quite like that side of it ... ” 
INT 8 endorsed this view later in the focus group: I really enjoyed it, I have to say ... I liked 
seeing, as I said earlier, all the different students”. 
INT 4 ‘liked’ the concept but she had logistical concerns relating to being able to follow up issues 
pertaining to individuals’ applications. INT 4 was referring to questions arising specifically from their 
application forms as opposed to their responses during interview. This is reflective of INT 4’s role as 
Director of Studies, responsible for candidate short-listing. This is discussed further in section 7.3.3 
To conclude the focus group interviewers were asked if there was anything else they wished to add. 
This was an unstructured opportunity for participants to feedback, unconstrained by answering 
specific questions. This approach ensured congruence between the conduct of the focus group and 
the multi- methodological  design of the research. 
INT 9: “ I think potentially these are an improvement actually” 
INT 2: “It takes interviewing into the 21st Century” 
INT 9: “ ... and I think we accept that we are never going to get it completely right” 
INT 3: “You are never going to get it totally right because we are human” 
Interviewers’ final comments reveal a pragmatic perspective alluding to the fundamental reality that 
assessing individuals’ attributes at selection is extremely challenging and is complicated by the 
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potential impact of chance and human error. Interviewers appeared prepared to embrace MMIs as 
an innovative interview technique, as the following section illustrates. 
6.3.2.4 ‘Looking Ahead’ 
A fourth theme was identified which captured unexpected data that emerged during the course of 
the focus group. Remaining open to the possibility of new insights, which were different from the 
preconceived information which informed the development of the a priori questions in the 
codebook, reflects the hybrid approach adopted in the data analysis, see section 4.9.2.2. The 
codebook facilitated the emergence of the three themes (‘experience perspectives’, ‘pragmatic 
considerations’ and ‘emotions’) previously explored and discussed. These are complemented in this 
section by emergent issues relating to how MMIs might translate to a ‘live’ interview situation. Very 
practical concerns were raised early in the discussion suggesting that interviewers were already 
beginning to assimilate their experience and consider the longer-term practical considerations that a 
move to MMIs might involve, for example:  
INT 6 “what if the PowerPoint doesn’t work, how would the day work”? 
This was important to note; to alleviate concerns in the live ‘roll out’, the IT required was backed up 
both on to a University shared drive as well as a removable memory stick, , see section 7.3.3 
Interviewer collaboration was an interesting issue raised. I had ensured that interviewers had the 
opportunity to participate in the MMI scenario development, piloting and modification prior to the 
pilot, see section 4.4.1.1. The importance of this was emphasised: 
INT 4: I think if we were going to bring this in as a team we would want to sit down as a team 
and consider the scenarios, making sure everyone was happy with them, making sure we all 
understood what we were looking for ... ”  
INT 9: “Last year AC did send them round for us to say, what do you think about these 
scenarios ... ”  
While the inclusion of interviewers was acknowledged in the development phase of this research, it 
was suggested that interviewers had gained new insights as a result of their experience and this 
would inform their contribution to new scenarios in ‘live’ selection.  
INT 9: “But I think having done it puts a different perspective on it, you know, at the time 
when she sent them around the very first time we had no idea of how it was going to work 
out” . 
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This valuable interest, motivation and generation of ownership was fostered during the move to 
MMIs, see section 7.3.3. 
The clarity of the scenario questions in one station raised some discussion. The question was 
composed of three parts. Interviewers felt that it was difficult to ensure candidates had equal 
opportunity to answer each part in the five-minute time slot. It was agreed that a three-part 
question should be avoided for any scenario in the future.   
Interviewers’ concerns over how practitioners might perceive MMIs and how this might affect their 
involvement were raised on a number of occasions during the focus group (see Appendix 6, focus 
group transcription). Practitioners comprise 50% of interviewers in the personal interview format at 
the University of Surrey and their contributions are highly valued. It was acknowledged that practice 
partners would require training in MMI administration as well as being receptive to a new concept. 
This issue was revisited during the ‘roll out’ where the strategy, see section 7.3.3, adopted resulted 
in the successful engagement of practice partners. 
Considerable discussion centred around how students are shortlisted at the University; including the 
implications of a new ‘fast tracking’ system for selection:  
INT 4 “ Well in the new system the high grade (academic success) students will be fast 
tracked so even if they have not got any midwifery experience they will be fast tracked (to 
interview)”. 
Fast tracking is carried out by the University Recruitment team to rapidly short-list school leaver 
applicants with the required academic profile. Questions have been raised by midwifery academic 
staff about this process where the importance of applicants experiencing clinical practice through 
voluntary work has been highlighted. In the personal interview process, applicants are asked ‘why 
they would like to become a midwife’ and have the opportunity to express their motivation and 
passion from an informed perspective, based on this experience. It was suggested that if applicants 
were ‘fast tracked’ according to their academic profile, had no direct experience of the clinical 
environment and were not asked these questions in the MMI process, important information would 
not have been elicited. To address this, interviewers agreed that, should MMIs replace personal 
interviews, stations in the MMI circuit should focus on applicants’ motivation to join the profession 
in some format and this should possibly receive a higher weighting than other stations (INT 4). 
Interestingly INT 9 disagreed with the ‘higher weighting’: 
INT 9 “but I don’t think it needs to have greater weighting ... the likelihood is that if they 
score highly on that they are going to score highly on ... the others ... “. 
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In the ‘roll out’ programme, each station contributed equally to the final score (based on advice 
from K Eva, personal correspondence (email, 2011) but two stations directly focused on knowledge 
and motivation to join the profession, see section 7.3.3. 
Specific administrative issues were a concern of INT 4 who carries out most of the short-listing for 
midwifery applicants at the University. Following the personal interview, University-agreed reject 
codes are assigned to each applicant in the event they are unsuccessful. INT 4 was uncertain how 
this would work in the MMI process, especially if interviews are scored as opposed to answers being 
documented on the application - interview papers.  How this would be addressed was unresolved 
until the ‘roll out’ when the University reject code system was successfully implemented alongside 
an MMI format, see section 7.3.3. 
Overall, interviewers appeared very positive about the possibility of taking MMIs forward, 
considering it a viable alternative to the personal interview “with tweaking” INTs 2, 3, 6, 8 and 9. 
Pragmatically, INT 4 suggested that: 
INT 4: “There are lots of things we can’t change but there are lots of things we can”. 
Capturing, fostering and energising this openness to change helped with the successful move to 
MMIs in the subsequent 2013-14 recruitment cycle, see section 7.3.3. 
6.3.2.5 Summary 
The a priori focus group questions facilitated the emergence of three themes: ‘experience 
perspectives’, ‘pragmatic’ considerations and ‘emotions’ perspectives. Theme four ‘looking ahead’ 
comprises new, unexpected insights. I propose that the ‘emotions perspectives’ are relevant and 
important to the other three themes, for example, an individual may have an emotional response to 
undertaking MMIs, anticipating the administration of MMIs as well as their perceived understanding 
of how MMIs might be used in the future. This is important because it suggests that sensitivity and 
respect for individuals’ feelings are potentially vital if a move to using MMIs were to be considered. 
Appreciation of this is illustrated in section 7.3.3 , titled MMI ‘roll out’ at the University of Surrey. 
6.3.3 Conclusion 
This section has presented the qualitative and quantitative data generated from the study. The next 
section critically contextualises these findings according to the evidence presented in the literature 
review including considerations of: inter-station reliability; internal consistency; predictive, content, 
face and construct validity; applicant and interviewer views. 
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Chapter Seven: Discussion 
7.0 Introduction and summary of findings 
This thesis explains the systematic development, piloting and evaluation of the effectiveness of 
MMIs in student midwife selection. The findings are summarised:  
A total of 62 participants took part in “mock” MMIs at the commencement of their programmes in 
September 2011 and October 2012. I was unable to replace the personal interview with MMIs in 
‘live’ selection, as the Registrar at the University of Surrey would not agree to using MMIs to inform 
final selection decisions in the absence of any midwifery-specific supporting evidence. 
The effectiveness of MMIs was examined in terms of reliability (inter-station and internal 
consistency), validity (content, face, construct and predictive) and acceptability from candidate and 
interviewer perspectives. Fifty seven participants who undertook MMIs during the first week of their 
programme went on to complete an end of Year One OSCE examination as well as being graded by 
their mentor. Five students left the programme during their first year. I was unable to follow up 
these students as they had not consented to participate in the study.  
Associations were explored between participants’ MMI score, their OSCE mark and mentor grading 
(predictive validity).  No correlations were found; this is discussed further in section 7.2.  Content, 
face and construct validity were ensured as an integral part of the development of the MMIs. 
External experts, validated tools and internal opinion-based judgements contributed to the final 
scenarios and scoring pro-forma used, see section 4.4.1.1. Inter-station reliability was evidenced 
with either weak or non-significant correlations found between stations except stations 4 
(measuring kindness, compassion and empathy) and station 7 (measuring respect for privacy and 
dignity). Here a moderate, positive correlation was reported at a 0.01 significance level. This was 
addressed in the subsequent ‘live’ interviewing using MMIs as kindness, compassion and empathy 
became a generic attribute assessed at each station, see section 7.3.3.1. Internal consistency of the 
MMI instruments was found to be ‘excellent’ with Cronbach’s alpha scores ranging from 0.91-0.97 
across eight stations.   
Nine interviewers and all 57 volunteers evaluated their experiences in a focus group and by 
completing questionnaires respectively. Interviewers appreciated the parity of opportunity afforded 
to applicants with standardisation of the interview process. Having no prior knowledge of candidates 
was considered a positive feature as was the multi-station format which required applicants to be 
continuously responsive. In conclusion, interviewers were positive stating that they would be willing 
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to try MMIs in live selection providing specific logistical issues were resolved including optimal 
length of time at each station and how practice partners could be involved. 
Twenty three participants stated they preferred the MMI format compared to 22 who preferred a 
traditional personal interview. Interestingly, both interview approaches were viewed as daunting but 
the personal interview was considered more daunting than the MMI by 44 participants.  They stated 
that being required to undertake MMIs would not discourage them from applying to the University. 
Participants felt they were able to portray themselves and that MMIs represent a fair way of 
interviewing. Both the interviewers and students offered helpful insights from their experiences 
which informed the subsequent ‘roll out’ to using MMIs in live recruitment in 2014, see section 
7.3.3.1. 
7.1 Theoretical perspectives and instrument development 
In the absence of a definitive list of values, attributes or personality features on which to base 
selection decisions, key theoretical assumptions were made at the commencement of this study. 
This was an essential first step because until ‘what was being assessed’ was defined, robust 
assessment measures could not be developed. As motivational goals that change over time, values 
were assumed to reflect personal choices to behave in certain ways. Attributes were considered to 
be qualities that someone has and traits are characteristics that can result in different behaviours. 
These terms are used interchangeably in the literature which adds to the complexity of establishing 
‘what it is’ that comprises a desirable profile of a student midwife.  What are clear are the NMC 
(2009) Standards which state that midwifery graduates are expected to be of ‘good character’ on 
entering the professional register. Women report placing significance on the relationship they build 
with their midwife founded on the principles of trust, respect and an emotional dimension (Edwards 
2005, Hunter and Deery, 2009, Bharj and Chesney, 2010,). In chapter two I conceptualised ‘good 
character’ broadly, encompassing values, attributes, traits in addition to this ‘emotional dimension’. 
It is clear from the literature that defining this ‘emotionality’ is problematic, conferring additional 
challenges associated with giving words to the personal qualities that enable a midwife to engage in 
‘it’.  Emotional intelligence (EI) theories attempt to do this but they have received widespread 
criticism due to differing conceptualisations and definitions of the construct (Waterhouse, 2006).  
I remained uncertain how to denote the personal qualities considered important in a student 
midwife; as values, attributes, traits or a combination of each of these and where ‘emotionality’ 
could be positioned. I therefore adopted a pragmatic strategy to list the qualities that the NMC, ICM, 
women and midwives considered important. These were: communication skills, respect for 
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difference and diversity, honesty and integrity; kindness, compassion and empathy, intellectual 
curiosity and reflective nature, advocacy, respect for privacy and dignity, initiative, problem solving, 
team work and the ability to offer an emotional dimension. I did not want to conceptualise the 
qualities as static constructs, or traits, because this did not reflect my theoretical position, section 
4.3 which lies in the fluid nature of knowledge acquisition and the expanding ‘horizons of 
understanding’ espoused by Gadamer (2006). Some later clarification came in the form of the six 
NHS Constitution values (DH, 2012): working together for patients; respect and dignity; commitment 
to quality of care; compassion, everyone counts and improving lives. On initial reading, I thought 
they were too self-limiting. I felt my list was about more than these values but, if each one is 
considered individually, it can be seen that the personal qualities generated in my list are 
represented in these values apart from one; there is no reference to an ‘emotional dimension’ to the 
caring relationship. This is revisited in section 7.3.2 in relation to values based recruitment. 
Having identified which personal qualities were considered important, the next challenge was to 
develop tools designed to assess these qualities within an acceptable model from theoretical and 
practical perspectives. 
To guide the selection processes, the NMC stipulate that a face-to-face encounter with an 
interviewer, should take place (NMC, 2009). The personal interview has been widely used to fulfil 
these requirements but evidence has raised questions over its effectiveness in being able to 
distinguish between candidates most suited for a career in health care (Kreiter et al., 2004). 
My aim was to establish whether a robust selection tool was available to replace the personal 
interview to inform final decisions at selection; or whether there was a need to develop and pilot a 
new or modified one. A search of the literature, which began in 2010, identified the MMI; an 
admissions instrument which was being used in medical student selection in Canada and Australia. 
MMIs generate a series of mini insights into applicants’ personal qualities through exposure to a 
number of scenarios designed to assess predetermined values or attributes. Applicants are scored 
according to their responses using dedicated pro-forma. The aim is to generate less contextually 
biased impression of an applicant where interaction with interviews is unidirectional i.e. interviewers 
ask a question based on a scenarios and then listen to the response.  The number and timing of 
scenarios depends on the model being administered but examples range from ten, eight-minute 
stations to five, ten-minute stations (Eva et al., 2004b, Fraga et al., 2013). At the commencement of 
this research, in 2010, no published, midwifery specific MMI models or scenarios were available. 
MMIs had been adopted by the Midwifery School at the University of British Colombia (Vedam, 
personal correspondence, 2009/10) but no research findings were available. The potential pitfalls of 
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transferring the use of a validated tool from one context to another were recognised therefore 
Devellis (2003) framework for scale development was utilised to inform the development of 
midwifery specific tools. 
Eva et al., (2004a) initially conceived the concept of the multiple assessment format characteristic of 
MMIs, reflecting the principles underpinning the OSCE (Harden, 1979). Their initial evaluation study 
was conducted with under-graduate entry medical students. Eva et al., (2004a) described in some 
detail the stages they went through to develop their tools. They also published station examples and 
assessment criteria. Subsequently, MMIs have generated considerable interest within medical 
student selection at Higher Education Institutions and Universities internationally; all with the 
shared aim of selecting candidates most suited to a career in medicine from an extremely 
competitive applicant pool. Admissions staff and researchers have been able to adopt and build on 
Eva et al’s., (2004a) first model where the attributes profile for medical student applicants share 
generic commonalities which all were willing to accept (Roberts et al., 2008, O’Brien et al., 2011). 
Two studies findings were available at the development stage of my study exploring what MMIs 
might assess: Kulasegaram et al., (2010) found no association between MMI score and the Big 5 
personality factors; Yen et al, (2011) reported no association between MMI score and the Bar-On EQi 
test for emotional intelligence. I recognised that further research was required to corroborate or 
refute these findings. Three exploratory studies have since been published investigating the 
relationship between total MMI scores and personality measures (Griffin and Wilson, 2012, Jerant et 
al., 2012 and Oliver et al., 2014) but the findings remain inconclusive. One reason for this may be 
because correlations were explored between individuals’ total MMI score and personality traits. It 
might have been more informative to explore associations between sub-constructs within MMIs, for 
example communication skills and personality traits. It could also be suggested that MMIs measure 
something different from, for example tests for the Big 5 or EI using the Bar-On EQi measure, and 
that this represents an important area for future research. 
In the absence of any published, validated tools for midwifery selection, the challenge I faced was 
developing a robust, customized model.  Eva et al., (2004a, 2009), Roberts et al.,(2008) and O’Brien 
et al., (2011) explained how they were mindful to maximise content validity ensuring the attributes 
being assessed accurately reflected their individual programme philosophies. These principles were 
adhered to in the development of my MMI model. Engaging academic and admissions staff at the 
commencement of my development work also conferred the additional benefit of generating 
‘ownership’ in the development and change process (Olsen and Eoyang, 2001).  
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The model used in my research reflected O’Brien et al’s., (2011) and Dodson et al’s., (2009) previous 
research (2011) with an eight station five-minute format. Both achieved good reliability (Cronbach’s 
alpha 0.69-0.73 and G 0.75 respectively), see section 3.3.2 and reflected Van der Vleuten’s theory 
that eight to 10 assessment points confer enhanced reliability, see section 3.2.  
Applicants’ communication skills were assessed at each station. This unique feature was justified by 
the importance placed by the NMC (2009, 2010), the ICM (2010), midwives and women themselves 
regarding the importance of being able to communicate effectively with women (Beake et al., 2010, 
Borelli, 2013). Participants’ demonstration of their ‘emotionality’ was designed to be appraised 
within the station scenarios and scoring criteria (see sections 5.2 and  5.5, Box 8 and Box 9).  
I have alluded to the complexities surrounding defining what ‘it’ is that admissions staff are tasked 
with appraising in applicants for midwifery education programmes. This section goes on to discuss 
my study findings and concludes by considering MMIs in the context of VBR. 
7.2 Study Findings 
Validity 
Developing selection instruments which can assess personal qualities, measured by how well 
individuals go on to perform in practice, is a significant challenge. One of my study aims was to 
examine the predictive validity of the MMI scenarios by exploring associations between participants 
MMI score and two practice performance indicators: mentor grading and postnatal OSCE. No 
correlation was found between MMI score and either of these measures. 
These findings do not reflect previous results where Eva et al., (2009, 2012), Reiter et al., (2007) and 
Husbands and Dowell (2013) found statistically significant associations between MMI score and 
students’ programme performance in a medical school context. A number of explanations are 
suggested: In contrast to other studies, participants had already been accepted on to the 
programme, see section 4.10.  This resulted in a ‘ceiling effect’ where mean scores were high (see 
section 6.2). The study was powered to conduct correlation calculations nevertheless the sample 
size was relatively small. Participants volunteered to take part, so some self-selection bias may be 
evident; it would have been informative to follow up those who declined to participate but the 
University Ethics Committee would not permit this 
It would also be interesting to explore post-graduate applicants’ MMI scores compared with under-
graduates, in relation to predictive validity. Theoretically, post-graduate doctors for example, might 
be a more homogenous group than under-graduate applicants to medical school, as they have 
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already been through selection processes. Eva et al’s., (2009) findings are inconclusive given the 
small sample size (n=22)and  it is suggested that further research is required. 
In this research, MMIs were ‘mock’ interview situations as opposed to ‘live’ recruitment which is a 
unique feature of this study. Volunteers were advised that their score would have no impact on any 
subsequent programme performance which may have resulted in them not taking the pilot 
seriously. This did not appear to be the case where some participants came purposefully ‘dressed for 
interview’, while others reported feeling a degree of anxiety and nervousness about taking part. This 
was evidenced in participant free text comments in the evaluation questionnaire where some stated 
that, although it was not a ‘live’ interview, they felt as stressed as they had felt prior to the ‘real’ 
one, see section  6.3.1.4. 
Content validity was ensured through the ‘blue printing’ process detailed by previous authors 
(Roberts et al., 2008; Dowell et al., 2012). Having searched the literature for personal features 
considered desirable in a student midwife, from stakeholder and professional regulatory 
perspectives, academic staff at the University of Surrey agreed to the list in principle. Elements were 
refined (see section 5.2) to enable assessment of the personal qualities, within an eight-station 
format. Incorporating assessment of ‘emotionality’ was considered essential and this is evidenced in 
the scenarios, see section 5.2, and scoring pro forma, see section 5.5. 
Construct validity was maximised through the systematic development and piloting of the tools. 
Published scenarios were not directly applicable to midwifery selection but to enhance construct 
validity, experts in the field, K. Eva and C. Roberts were consulted on the proposed scenarios and 
scoring formats. Their feedback was extremely informative including: to ensure equal weighting to 
scenarios, to remove any leading questions and any clinically specific content, see section 4.4.1.1. 
 Reliability  
Evidence of inter-station reliability reflect previous published findings (Lemay et al., 2007, Dowell et 
al., 2012). Internal consistency for the eight, five-minute station model piloted generated Cronbach’s 
alpha scores ranging from 0.91-0.97. These scores corroborate previous published findings (Eva et 
al., 2004a, Roberts et al., 2008, Dore et al., 2010 and Roberts et al., 2014). The high item total 
correlation scores for each station endorses the reliability of these findings. The reasons for this 
could be attributed to interviewer training and detailed and comprehensive development and pilot 
work. 
Reflecting O’Brien et al’s., model (2011) using an eight five-minute station, a noteworthy design 
feature was the omission of prompt or trigger questions. This was to ensure parity of opportunity to 
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all candidates. Interviewers in McBurney and Carty’s (2009) study first raised concerns over the use 
of prompt questions used in Eva et al’s., (2004a) early models suggesting that they might not confer 
equal opportunity to all applicants by prompting those who needed help. Interviewers in this study 
agreed with McBurney and Carty’s (2009) views suggesting that: the score given to one applicant 
who did not need prompting may be the same as another who was prompted but answered 
comprehensively in the end i.e. the scoring system was not able to distinguish between those who 
needed supportive additional questions and those who did not, resulting in a potentially unfair 
result.  
Another feature of O’Brien et al’s., model (2011), supported by others (Lemay et al 2007, Kumar et 
al., 2009, Oyler et al., 2014 and Roberts et al., 2014) was the introduction of interviewer training 
prior to MMI administration. Roberts et al., (2008) alluded to the potentially negative impact of 
‘interviewer subjectivity’. He did not precede his MMI pilot with interviewer training and recognised 
this to be a limiting feature where interviewers may have interpreted the scenarios or score sheets 
in different ways. In this study, pre-interviewer training was positively evaluated and perceived to 
facilitate the process of piloting the new tool. Interviewers did cite the need for regular updates 
regarding MMI administration to ensure inter-rater reliability. This was particularly relevant during 
this research where there was a one-year interval between the two participating cohorts 
undertaking their MMIs.  
Roberts et al., (2008) also stated the importance of a structured marking guide. The score sheet used 
in my research was developed from the validated tools of others (McBurney and Carty, personal 
correspondence, 2010, O’Brien et al., 2011). However, it had two distinguishing features. The first 
was the incorporation of a seven-point scale to enable the explicit differentiation between ‘good’, 
very good’ and ‘excellent’ candidates. This enhanced reliability by facilitating more accurate 
discrimination between candidates’ responses. In the competitive selection process this information 
was deemed to be critical. In accordance with previous studies (Dore et al., 2010; Hecker and 
Violato, 2011) measures to enhance inter-rater reliability were replicated; including the availability 
of grade descriptors which clarified the defining features of each point on the scale. Communication 
skills were not assessed at a dedicated station but as a generic attribute at each station. The 
assessment terminology and phrasing used, for example, ‘assertiveness with grace’ were piloted to 
ensure consistency of interpretation and enhanced inter-rater reliability. 
Overall, reliability has shown to be enhanced by more stations rather than, for example, more 
interviewers at each station (Eva et al., 2004a, Dore et al., 2010; Hecker et al., 2011). Pragmatic 
considerations pertaining to the reality of implementing MMIs from cost and resource perspectives 
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(Roberts et al., 2008) are important. I wanted to pilot a model that would be potentially acceptable 
in practical terms. Therefore in accordance with Dodson et al’s (2009) findings that, reducing the 
duration of a station from eight to five minutes had minimal effect on test reliability, I elected to use 
a five-minute model. The model piloted was subsequently refined in ‘live’ recruitment at the 
University of Surrey to a seven, four-minute station model. This is discussed further in section 
7.3.3.1. 
My aim was to eradicate the potential limitations of the research of others and respond positively to 
cited areas for development. Hence this study developed MMI tools systematically, in the context of 
previous author’s findings and experiences, to try to develop a model that was as reliable as 
possible. A caveat to these findings is the understanding that human attributes and or values are 
intrinsically challenging to measure but HEIs are required to do so in order to make their selection 
decisions from substantive applicant pools.  It is suggested that these findings add to current 
knowledge of the ability of MMIs to enhance selection processes and therefore endorse future 
research investment. 
Acceptability  
Interviewer perspectives 
Initially interviewers conveyed mixed emotions about taking part in MMIs; this was followed by a 
positive evaluation, post MMI experience. None of the interviewers had any prior exposure to this 
new interview technique and immediate concerns were expressed regarding the stresses associated 
with something ‘new’. McBurney and Carty (2009) encountered similar anxieties in their evaluation 
in a nursing context in Canada. Feeling stressed when facing new experiences or challenges is well 
documented in the literature as they can threaten ‘the integrity of the self’ (Cohen and Sherman, 
2014). Steele (1988) espoused a ‘self-affirmation theory’ which aims to restore individuals’ 
perception of themselves as ‘adequate’ by making small, positive responses to stressful situations. 
Steele (1988) suggests that self-affirmations during times of stress can help individuals navigate 
difficulties and enable them to be confident in their abilities. I encouraged ‘self-affirmation’ by 
enabling interviewers to take the lead in developing the MMI model thereby generating ownership. 
Encouraging this ownership through self-affirmation also underpinned my approach to undertaking 
the subsequent ‘roll out’ to using MMIs in live selection, see section 7.3.3. Each small step in the 
development process was a ‘self-affirmation’ or consolidation of the self-belief that it could be done. 
This fostered a corresponding openness to the change and the challenges it entailed. 
Retrospectively, interviewers reported enjoying the collegiality associated with the unusual situation 
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of the entire midwifery team working together. Overall, it would appear that the experiential 
journey alleviated initial concerns where the ‘unknown’ became ‘known’ and logistical challenges 
were resolved. 
Interviewers initially raised concerns over the limited interaction and potential to ‘get to know the 
applicants’. These issues concur with O’Brien et al’s., (2011) findings but are in contrast to others 
(Dore et al., 2010 and Dowell et al., 2012).  As the focus group discussion evolved, interviewers 
questioned, ‘should we be having a conversation or should we be interviewing’? (see section 6.3.2.1). 
This is really interesting to note. Context specificity is cited by Eva et al., (2004a) as a potentially 
limiting feature of the personal interview; in other words interview scores maybe determined less by 
a candidate’s characteristics than by the context in which the interview is held, including the make-
up of the interview panel (Harris and Owen, 2007). Interestingly, one interviewer went on to say ...  
“you know, sometimes I find when we are interviewing they say something that chimes with me and I 
...  and you respond, and does that give them a halo effect?” (6.3.2.1). Interviewers appeared to 
understand the potential impact of context on the interview process and recognise it as possibly 
influencing interview outcome. Interviewers also discussed the relative merits of having no prior 
knowledge of candidates. This was perceived to be a positive feature in order to minimise potential 
bias. Fraga et al’s (2013) anonymous survey of 17 interviewers, post-MMI experience, revealed 
similar findings where interviewers who were blinded to candidates’ records felt the process was 
fair. 
Concerns were raised by interviewers regarding candidates’ experience and how they might respond 
to the challenges of MMIs. The potential stress associated with having to change thought processes 
at each scenario was considered problematic by interviewers in Kumar et al’s., study (2009). 
However, Kumar et al., (2009) went on to suggest that, clinical practice is a pressured environment, 
requiring the ability to be flexible and responsive to changing situations. Therefore candidates were 
being asked to demonstrate skills considered of value in the clinical environment. Their ability to 
deal with this challenge was important. This was captured specifically in the scoring pro-forma 
developed for my study when candidates were assessed overall for their “suitability for a career in 
midwifery, taking into account their strength of arguments, ability to perform under stress and 
creative thinking”, see section 5.5 and Appendix 10). 
Interviewers discussed the optimal length of time for each station and time between stations to 
score. In terms of interviewer’s views in the literature, there is no consensus regarding exact timings 
of models. Kumar et al., (2009) alluded to the multi-station format in his findings but these relate to 
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how MMIs appeared to ease interviewer anxiety associated with having to judge candidates 
unfavourably. The number and timing of stations is discussed further in section (6.3.2.4). 
Interviewer fatigue was cited by O’Brien et al., (2011), Razak et al., (2009) and Humphrey et al., 
(2008) as potential concerns. My findings did not corroborate this; interviewers perceived MMIs to 
be equally tiring or less tiring compared to the personal interview due to the continual rotation and 
scheduled break between circuits. However, the number of cycles in the pilot may differ 
considerably from the number on a ‘live’ interview day and interviewers were yet to experience this 
as a reality.  Roberts et al., (2008) suggested interviewers rotated stations between circuits to 
refresh their thinking if they felt tired.  Interestingly, he did not question any potential impact on 
reliability as a result of this. Therefore, this approach was adopted in my ‘roll out’ programme see 
section 7.3.3 supported by the premise that the potential impact of interviewer fatigue on reliability 
might be greater than the potential impact of interviewers rotating stations . 
Because of the structured format of the MMI circuits and allocated time at each station, 
interviewers discussed the advantages of interview days running to schedule. It was suggested, 
anecdotally, that interviews were often delayed because previous ones had overrun their allocated 
time. This does not confer parity of opportunity to each candidate with some being interviewed for 
longer than others. MMIs were considered to be an improvement regarding this. The candidate 
experience was also discussed and how, the interview for the candidate at the end of a traditional 
interview day might be delayed, potentially impacting on their overall experience.  
Practitioner involvement was cited by interviewers as an important feature of the current interview 
process at the University of Surrey. Using the traditional interview format, candidates were 
interviewed by pairs of interviewers, one member of academic staff and a practice colleague. The 
NMC endorse this approach as one which reflects a holistic assessment of individuals from differing 
perspectives (2009). Discussion centred on how practitioners could be incorporated into an MMI 
format. It was suggested that they might take an active role at a number of stations. Practitioner 
involvement was not something that was highlighted in the literature but the majority of studies did 
use a combination of academic, clinical and non-clinical staff (Dodson et al., 2009, Eva et al., 2004a, 
Till et al., 2013, Dowell et al., 2013). Interestingly Till et al., (2013) also used senior medical students 
and Eva et al., (2004a) used Human Resources staff. It can be assumed that whoever is conducting 
the MMIs should receive preparatory training to ensure they are fully conversant with the 
administration of the interview, scoring pro-forma and process. 
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At the end of the focus group interviewers expressed an overall positive evaluation of MMIs which 
reflects findings in the literature (Kumar et al.,  2009, Razak, 2009, O’Brien et al., 2011, Perkins, et 
al., 2013). Noteworthy, was one interviewer’s comment where she stated she felt “‘compassion 
came out much clearer” (see section 6.3.2.1 respectively). 
Candidate perspectives 
Participant’s views of their ‘mock’ MMI experience were important to obtain despite being a 
hypothetical interview process. I had some concerns over how seriously they would take the 
interviews having already been selected and subsequently reassured that their MMI performance 
would not impact in any way on their programme progression. This did not appear to be the case 
where, in the free text comments, some wrote that they had ‘dressed for an interview’ and that ‘they 
had felt as stressed as they had felt prior to a real one’.  
Reflecting Kumar et al’s., approach (2009), participants were asked to complete their evaluation 
immediately following their interview; resulting in a 100% response rate. They were reassured that 
their views would remain anonymous as there were no identifiers on the form. The MMI scores 
themselves were only known to myself, as the researcher, and this confidentiality of data was 
emphasised to them prior to them agreeing to take part. 
Participants revealed mixed feelings regarding the multi station format: some liked the time to 
collect their thoughts between scenarios and others suggested it felt as if they were starting again at 
each station and considered this a negative feature. Findings corroborate Kumar et al’s., (2009) 
where a number of respondents also suggested that the multiple short interactions gave them more 
chances to make a favourable impression; others felt that the short time resulted in a lack of 
opportunity to portray themselves.  
One important element of the participant evaluation was to elucidate views regarding the scenario 
wording, format and presentation. Fifty five participants (88%) felt that the scenarios written in way 
they could understand which is reassuring. This specific aspect is not mentioned in the literature but, 
in terms of planning a ‘live roll out’, it was very relevant information. Dowell et al.,(2012) endorsed 
this view in their piloting phase prior to replacing the personal interviews with MMIs. 
Overall feedback was inconclusive: n = 39 (63%) of participants viewed MMIs as fair overall 
compared with the traditional interview, but n= 51 (82%) felt more able to present their personal 
strengths in the traditional interview. N= 41 (66%) considered the MMI to be a comprehensive way 
of selecting students compared to the n= 30 (48%) who agreed or strongly agreed that the 
traditional interview format is a comprehensive way to select. In Perkins et al’s., study (2013) some 
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respondents thought MMIs were relaxing and enjoyable while others suggested there was more 
opportunity to express their enthusiasm (for nursing) in traditional interviews. This is a relevant 
consideration which could be addressed by ensuring scenario content allowed candidates the 
opportunity to convey their passion for their chosen career. Kumar et al., (2009) also concluded that 
the MMI would benefit from the inclusion of a station that specifically assessed the candidate’s 
commitment to their chosen profession. In the ‘roll out’ of MMIs at the University of Surrey (section 
7.3.3), it was agreed that one station would be devoted to asking applicants ‘why’ they had chosen 
their career path, what specifically motivated them about the role and how they felt their personal 
characteristics complemented the requirements of the profession. These findings are interesting to 
note compared to Razak et al., (2009) who undertook an exploratory, comparison study evaluating 
the acceptability of MMIs. In their study, Razak et al., (2009) concluded that applicants preferred 
MMIs compared to the traditional interview stating ‘it was a far better way for them to demonstrate 
their strengths and suitability for a career in medicine. 
Applicants respond to an ‘enabling environment where they are put at ease while being subjected to 
the rigours of a testing situation (HEE, 2014). It could be argued that not allowing dialogue between 
applicant and interviewer might impact on this and affect the candidates’ interview experience and 
perceived opportunity to ‘sell themselves’. This is not corroborated by previous research (Humphrey 
and Owen, 2008) or my research findings where candidates reported feeling the MMI was ‘fair’ 
overall. Noteworthy is candidates’ feedback where some stated that they did not feel able to judge 
the University as well in an MMI compared to a traditional interview format because of the 
unidirectional flow of conversation. Interestingly, Kumar et al., (2009) found that both candidates 
and interviewers commented on the improved quality of candidate-interviewer interaction 
compared with the traditional interview because of the one-to-one format at stations compared to a 
traditional interview panel.   However, the conduct of the ‘interview interaction moment’ can be 
enhanced though a degree of permitted verbal and, more specifically, non-verbal communication. 
‘Permitted verbal’ communication was defined as supportive questions rather than trigger 
questions, for example, ‘are you all right’ and ‘take your time’. Observed feedback noted from my 
MMI experience day (27.10.10) at St George’s, University of London, was that candidates felt 
intimidated by an interviewer that ‘said nothing’ and offered very little non-verbal communication. 
This is not mentioned specifically in any of the published studies but remained an important 
anecdotal observation to me. Having sought their views and agreement, interviewers opened the 
dialogue with participants by introducing themselves and then reading the scenario. Non-verbal 
communication skills, so vital in midwifery practice (Gaudian and Homeyard, 2010) were specifically 
assessed at each station which necessitated the interview to communicate non-verbally too.  
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Feasibility 
Feasibility issues were discussed at length by interviewers including concerns over the resource and 
logistical implications of MMIs. The number of stations and time spent at each station were 
considered. Interviewers suggested that five minutes might be too long and that a four-minute 
model was a compromise between allowing applicants enough time at stations, while offering a 
more practical format from a time perspective. These considerations reflected those in the literature 
where each academic institution developed and piloted models that fulfilled their needs (Razak et 
al., 2009).  
The engagement of practice partners was thought to be potentially problematic. No issues were 
raised in the literature pertaining to difficulties with attracting volunteer clinical staff; Dowell et al., 
(2001) had cited it as an initial concern but it did not prove to be the case. However, resolving this 
issue was important to interviewers in my study. This is revisited in section 7.3.3which explains how I 
went on to successfully address this.  
Overall interviewers concluded their feedback with mainly positive views having discussed how 
some of the potential logistical and practical challenges could be resolved. 
7.3 Summary 
I have critically evaluated my study findings in the light of current literature. The new insights 
generated, which merit specific attention going forward, are captured under the following headings: 
 Methodological considerations 
 Conceptualisation of ‘what’ is being assessed 
 Practical applications 
These are now considered in turn 
7.3.1 Methodological considerations 
My theoretical position which values the fluidity of knowledge acquisition is reflected in both the 
design and conduct of the study. The underpinning dialectical approach (Green and Caracelli, 1989) 
enabled a continuously responsive approach. By reacting to new insights as they emerged, whether 
they were data driven or deductive, MMIs were successfully developed and piloted in this study. 
Maintaining the integrity of the paradigms in a dialectical inquiry revealed multi-dimensional insights 
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from quantitative data to more in-depth experiential feedback which would not have been possible 
using a singular paradigm perspective. Debate in the literature regarding the use of more than one 
paradigm in research was acknowledged in section 4.2. This research has demonstrated how the 
methods associated with two opposing paradigms can be used to complement each in one study 
achieving the overall aim of generating multi-dimensional understanding. It has been made possible 
because of the nature of a dialectical enquiry whereby no attempt was made to ‘blend’ or ‘mix’ 
paradigms or methods, rather they complemented each other in order to meet the complex study 
objectives. 
7.3.2 Conceptualisation of ‘what’ is being assessed: values-based recruitment 
At the commencement of this study it was not clear from the literature ‘what’ personal qualities 
were or should be being assessed at selection. In the absence of any nationally agreed, definitive list, 
I concluded that, within key documentation, there was consensus about what matters to people. 
Implicit within this was an unacknowledged ‘emotional dimension’ to the caring relationship. The 
‘therapeutic use of the self’ in relationships with women is important, whether it is phrased 
‘emotional labour’ or ‘emotion work’ or ‘emotionality’. As such, I would suggest that this 
emotionality requires more specific recognition in considerations of what is important to appraise at 
selection.  
These insights have taken on greater significance since the Government’s mandate to HEE (DH, 
2014) in which one of the core objectives is the use of values-based recruitment (VBR) in all health 
care student selection from March 2015. 
VBR is a process of recruiting and selecting individuals for caring professions based on their personal 
values, values which align with the NHS Constitution values (DH, 2013). Millar and Bird (2014) 
suggest that values were being assessed at selection as far back as the 1970s, however approaches 
were inconsistent amongst academic training institutions and there was no list of desirable values 
from which to benchmark selection. The NHS Constitution formalised the values considered to be 
integral to a health service where ‘care and compassion matter the most’ (DH, 2012). These were 
developed with service users and providers and are considered to be widely accepted values that are 
important to people (DH, 2012). They are not ‘new’: similarities can be identified between them and 
the ‘seven principles of public life’ outlined by the Nolan Committee (1995): selflessness, integrity, 
objectivity, accountability, openness, honesty and leadership. Interesting, in the NHS, is the 
observation that ‘what matters most’ to users of health services might not align with ‘what matters 
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most’ to managers. Users prioritise rights, choice and respect whereas managers might focus more 
on standards, targets and regulations (Millar and Bird, 2014).  
It was the report of the Mid-Staffordshire NHS Foundation Trust Public Inquiry (Francis, 2013) which 
refocused national attention on the standards of care being provided to people accessing the NHS. 
Pervasive deficiencies in the provision of compassionate care were identified. The Berwick Report, 
(2013) emphasised the importance of placing the quality of patient care above all other aims and in 
the same year the Cavendish Report (2013) recommended that the process of recruitment should 
include values assessment to ensure those accepted can provide compassionate care to service 
users. It is acknowledged that VBR will not and cannot solve all the issues presented in such reports.  
Francis (2013) alluded to other institutional factors which impact on care provision. Midwives 
working in the health service face the challenge of competing expectations and demands: meeting 
women’s needs that reflect the ideology of providing ‘woman centred care’ and autonomous 
practice within healthcare systems which endorse ‘efficiency’, targets and standardisation of care 
(Hunter 2004). The potential tension that this situation evokes is recognised (Rankin et al., 2013). 
Therefore selection of the future midwifery workforce, indeed all caring professions, not only has to 
consider ‘what’ are the desirable personal qualities but situate these qualities alongside identifying 
those individuals who possess the potential to be able to manage these competing demands.   
Implicit in this, is the need for an individual to be ‘self-aware’; to be able to recognise their own 
values and aspirations and how they can impact on the care they provide (Karimi et al., 2013). I 
therefore suggest an augmentation to one of the NHS values; the ‘compassion value’, to read ...  
‘We ensure that compassion is central to the care we provide and we respond with 
humanity, ‘sustainable emotionality’ and kindness to each person’s pain, distress, anxiety 
or need’.  
To guide the implementation of the NHS values, HEE (2014) has developed a 15 year strategy called 
‘Framework 15’. It is intended to act as a reference point and provide the conceptual framework for 
how HEE should approach problems and identify solutions in patient care. Critiques might question 
how relevant such a long term strategy is to an ever changing, demographically evolving population 
whose care will be transformed by technological advances during this time. This argument can be 
countered by considering ‘how’ individuals are valued and will the fundamental beliefs about what is 
important to people change? HEE is adopting this stance; that despite inevitable change and 
evolution of technologies, what will remain important to people is “the highest levels of knowledge 
and skill at times of basic human need when care and compassion are what matter most”. (HEE, 
2014, p. 13). I appreciate this perspective and the generic, core principles it espouses however, 15 
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years is a long time. Embedded within this framework should be the caveat that the values and 
strategies should be responsive to emerging theories and published research findings, updated and 
advanced as they become available (Miller and Bird, 2014).  
Interestingly, despite the high profile of VBR, research into its long term impact is still in its infancy. 
One strategy to address this deficiency is the commissioning of a longitudinal study, by the 
Department of Health in autumn 2014. The impact of VBR on staff, trainees, users and the care they 
receive will be evaluated over a three year time period, see section 7.4.2. 
The National Values- Based Recruitment framework published in 2014 is another strategy led by HEE 
to ensure the successful implementation of VBR across the NHS. The National Values-Based 
Recruitment Framework was informed by a structured literature review conducted by Patterson et 
al., (2014). Current evidence on VBR strategies and the experiences of existing VBR models were 
evaluated. It was concluded that a structured, face-to-face interview was identified as being the 
most effective in recruiting for values, which could take the form of: MMIs, selection centres or 
situational judgement tests (SJTs) (HEE, 2014). MMIs are therefore endorsed by HEE as a selection 
strategy to support the implementation of VBR.  
7.3.3 Practical applications 
The conduct of this study and the data and experiential learning gained has informed the successful 
‘roll out’ of MMIs across all healthcare student selection in the 2014-15 recruitment cycle at the 
University of Surrey. This means that the University is on track to meet HEE’s (2014) directive that 
VBR should be implemented for all healthcare selection by March 2015. The following section details 
how this ‘rollout’ was facilitated. It is important because it illustrates how the theoretical and 
practical ‘lessons learnt’ from conducting this study have been used to informed a considerable 
change. 
7.3.3.1 Implementation: MMI ‘roll out’ at the University of Surrey  
In July, 2013 the Faculty Registrar in the School of Health and Social Care at the University of Surrey 
agreed to adopt MMIs in pre-registration student midwife selection for the 2013-14 recruitment 
cycle. Using the personal interview to inform final decisions in health care student selection at the 
University of Surrey had been common practice since the School opened in 1996. Radically altering 
this to incorporate an innovative technique represented a significant change for staff; Kotter (1995) 
cites the Greek philosopher Heraclitus in his book ‘Leading Change’ stating that ‘change is the only 
constant’. I realised that the challenge I faced was how to manage the change to achieve an optimal 
outcome. I used a Complex Adaptive Systems (CAS) model of organisational change (Olsen and 
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Eoyang, 2001) to inform and facilitate the move to using MMIs in midwifery student selection. In the 
CAS model a key challenge for leaders is planning for uncertainty and unpredictability. Within this, 
the expected outcomes are not mapped out in advance but, rather, it is planned that the outcomes 
will emerge through a continual process of learning, envisioning and clarifying (Rowe and Hogarth, 
2005). This ‘felt right’ as it complemented my theoretical position, see section 4.3, centred on the 
fluid nature of knowledge acquisition. Avoiding any dictatorial stance, I sought to create an 
environment where change was facilitated through debate, questioning, reflection and wider 
inclusion (Rowe and Hogarth, 2005). Key features of the CAS model include (Olsen and Eoyang, 2001,  
Zimmerman et al., 1998) 
1. Being open to new insights as they emerge, whether large or small 
2. Avoiding ‘top-down’ control in an ‘evolving’ systems approach 
3. Adopting simple rules or guiding principles for, example, being open to change and 
developments as they emerge  
4. Fostering an inclusive approach; change can be stimulated through the generation of 
new relationships where new insights and solutions may evolve as a result 
5. Encouraging the symbiotic existence of stability and instability ‘at the edge of chaos’  
to generate new insights 
‘Being open to new insights as they emerge’ and avoiding a ‘top down approach’ guided my 
approach to implementing MMIs. Midwifery staff at the University of Surrey had participated in the 
pilot data collection. I was mindful of the differences and potential issues and stresses associated 
with moving to use MMIs in ‘live’ recruitment as opposed to participating in a pilot. However, the 
feedback from interviewer’s focus group and candidate evaluation provided rich data to inform my 
approach, see sections 6.3.1 and 6.3.2. Once the idea of a “live roll out” had been intimated to 
midwifery staff, their views were sought in a series of development meetings as to how they would 
like to take this forward. These discussions were vital as detailed pragmatic considerations were 
raised and solutions explored. Interestingly interviewers, in the focus group evaluation who would 
comprise the majority of interviewers in the ‘roll out’, felt they had gained new insights from their 
pilot experiences and that these would inform their contribution to the development of new 
scenarios in the ‘roll out’ programme (see section 6.3.2.4 The guiding principles I adhered to were: 
that the model generated should be grounded in existing theory; that the evolution of the model 
would be a dynamic development strategy which would change as new insights became apparent; 
those enabling and facilitating the change were supported by ‘self-affirmation’ theories (Steele, 
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1998), see section 7.2.  This was illustrated by the iterative nature of develop meetings in addition to 
seeking and responding to feedback during the implementation phase. 
The following narrative details the new insights that emerged and how they were responded to. 
Scenarios used in the ‘roll out’ were developed from the pilot scenarios having been edited in 
response to interviewer and candidate feedback. This specifically related to the format where in the 
pilot, a number of scenarios comprised more than one question, leading to some disparity over how 
much time should be spent on each. Interviewers were concerned that any inconsistencies may 
potentially disadvantage certain individuals. Scenario questions were refined to: two options for two 
stations with two minutes each; one option for the other five stations.  
An area of concern for interviewers was the limited ability within the MMI model to follow up 
specific questions that arose with individual candidates, either from their application form or 
interview responses. This was addressed using a ‘cause for concern’ option on the scoring pro-
forma. Should a candidate offer, for example, an overtly racial or discriminatory response the ‘cause 
for concern’ box would be filled in. On completion of each cycle, candidates left the interview room 
but were asked to wait until interviewers had been asked whether they had felt it necessary to raise 
a ‘cause for concern’. Any candidate for whom this applied to was followed up by an independent 
interviewer to explore their alleged response. In previous years, the recruitment and admissions 
team had experienced applicants appealing against their rejection of a place. In the personal 
interview, two interviewers completed and signed the interview forms where one endorsed the 
other’s view. In an MMI model, a potentially problematic response may only be heard by one 
interviewer at any one station. By using the ‘cause for concern’ option, where a second interviewer 
followed up any concerning comments, another opinion is generated to either endorse or refute  the 
decision to reject of offer a place. 
Relating to this issue was an additional concern where interviewers reported feeling that the 
unidirectional interaction felt ‘unnatural’ and ‘awkward’ especially if a candidate ‘dried up’ before 
the end of the four minutes. Midwifery interviewers felt that they were inherently inquisitive and 
responsive and wanted to be able to interact more than was permitted in the MMI context. 
Significant discussions were held between interviewers regarding this as they attempted to resolve 
this potential internal conflict. Some colleagues felt that MMIs were fairer as “the moment” should 
be centred on the candidate and it was not the place of the interviewer to intervene to any great 
extent. Others suggested that not contributing to the conversation offered parity of opportunity to 
candidates as they were all treated the same. This issue was not completely resolved and it was 
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agreed to try MMIs ‘live’ and reflect after the first interview day to see how uncomfortable 
interviewers were or whether, as a ‘new’ process it became better with acclimatisation. One 
suggestion that was positively received originated from feedback from the five candidates in the 
pilot who have been interviewed using MMIs at another competitor HEI. Reportedly at the HEI, 
interviewers were perceived as being intimidating and ‘cold’ as they did not introduce themselves or 
offer any form of introduction or dialogue with candidates. It was decided that at Surrey, each 
interviewer would introduce themselves to the candidate as they took their place at each station. 
This greeting opened up dialogue between the two individuals. The interviewer then went on to 
read out the scenario from a laminated sheet and thereafter hand it to the candidate to refer to. 
This facilitated a small, but important, opportunity for a more personal approach without deviating 
from the MMI philosophy.  
One practical concern reported from interviewers in the pilot was the possible loss of IT and the 
impact this would have on the management of the cycles. The IT needed to run the MMIs was a 
Power Point countdown with visual display and voice-over. Time was invested in backing up the 
Power Point and I made it a priority to check interview rooms early on each interview day to ensure 
that all equipment was in full working order. The need for IT support had implications regarding the 
location of interview days. Midwifery colleagues and I experimented with different room layouts 
within the Faculty to establish an optimal location. In one part of the building there are five small 
rooms adjacent to each other. One option was to use these rooms with a screen dividing three of 
them as the separating walls provided an immediate sound and privacy barrier. Unfortunately, the 
need for a shared PowerPoint made this impractical as well as the set up feeling very formal. A large 
teaching room was experimented with by dividing it up into mini cubicles with screening between. A 
PowerPoint could then be heard and seen, to facilitate the operation of the cycles. Interviews were 
‘mocked up’ to check that noise was not an issue and the screens provided adequate privacy. 
Including midwifery colleagues in this process generated ownership and camaraderie which was a 
positive outcome.  
Some debate ensued amongst the midwifery and recruitment teams about MMI scoring; what 
constituted an ‘offer’, a ‘reject’ and a ‘hold’ score. How this was decided evolved from another 
concurrent significant change. In the recruitment cycle 2013-14 for pre-registration student midwife 
selection, the entry criteria were elevated to include mandatory volunteer experience in both clinical 
the practice environment as well as some ‘community involvement’. Community involvement 
included, for example, volunteering at a scout or guide group, on a Duke of Edinburgh programme or 
at a local charity shop; some contact with the general public in addition to practice based 
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experience. Short-listing reflected this and, therefore, once an applicant had been invited for 
interview it was their MMI score that decided their outcome. In an emergent model, candidates 
MMI scores were ranked. Those candidates who scored 6 (very good) or 7 (excellent), at each 
station, were offered a place immediately, those who scored 3 or below (borderline) were rejected. 
A middle range band (those who scored between 4-5 at each station) were ‘held’ until the end of the 
interview cycle (March of each year).  This meant that some candidates had to wait some months 
before they received the University’s offer or rejection but it was felt that this was fairer, as a 
definite decision could not be made until the last of the interview days. The final ‘cut off’ for ‘offer’ 
score was refined accordingly to how many candidates scored the equivalent of 6 or above.  
The interview days themselves also changed with time and experience, for example, on the first 
interview day all candidates were seated in one classroom; they were called to interview and 
returned to the same room. Immediately it became apparent that there would be unacceptable 
sharing of information and experience from those who had already been interviewed on their 
return. Subsequently, groups were kept separate where, following interview, candidates feedback 
their views on their day followed by being accompanied to the exit of building.  
Feedback reflected interviewers’ concerns over security and the possibility that candidates may 
share details about scenarios over the internet and social networking sites. Building a scenario ‘bank’ 
was proposed as a solution. Interviewers did however recognise that even if candidates shared the 
scenarios, they were not aware of the actual assessment criteria itself. It was concluded that, in 
reality, some ‘sharing’ may be inevitable but that in their ‘invitation to interview pack’ advice should 
be given regarding refraining from sharing scenario details as this might potentially impact on their 
own chances of success. A small scenario bank was developed so that scenarios could be used 
interchangeably to try to minimise the chances of candidate familiarity with any specific one. 
In a seven, four-minute station model, it was calculated that 35 candidates could be interviewed in 
3.5 hours where timely 10-15 minute comfort breaks for interviewers were incorporated. This was 
reliable (Hecker et al., 2011) feasible and practical and met the requirements of the recruitment 
schedule (approximately 350 applicants were shortlisted for interview and ten interview days were 
scheduled). I managed the interviewer rota and added two reserve interviewers for each interview 
day in the event of unforeseen circumstances.  
Fostering an inclusive approach is a key feature of the CAS model. This was demonstrated 
throughout this process from scenario development to staff engagement, as the following section 
explains. 
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Midwifery staff were mindful of pressing practical considerations as well as responding to the 
literature about ‘what women want from their midwife’. Kindness, compassion and empathy were 
attributes assessed at one specific station in the pilot. Midwifery staff offered new insights and 
suggestions where it was proposed that kindness, compassion and empathy should be assessed as 
generic attributes at each station in the same way that communication skills had been in the pilot 
study (5.2). New assessment pro-forma and scenarios were generated accordingly and circulated to 
staff for comment. Following feedback the MMI tools were refined and redistributed a second time 
with a rationale attached to ensure that each participant knew that their views had been 
acknowledged and respected. The tools were also circulated amongst key midwifery personnel in 
clinical practice for comments. An eight, five-minute station had been used in the pilot. Concerns 
were raised over the ability of the Faculty to support this model given the number of staff available 
and students invited to attend each interview day. With ‘kindness, compassion and empathy’ 
becoming a generic attribute the number of stations was reduced to seven. Responding to 
interviewer feedback, five minutes was considered too long where it was felt that limited new 
information that contributed to interviewer’s decision-making about candidates emerged in the last 
minute. Consequently a four-minute model was suggested. The literature was revisited to ensure 
that reliability and validity would not be compromised by reducing interaction time with 
interviewers. No research using four-minute MMI stations was available. However, a pragmatic 
decision was taken to trial four minutes, and evaluate the findings, as the resource implications of 
five-minute stations was considered too burdensome by University Recruitment Staff.  
A schedule of University staff training was initiated which also included staff from: the recruitment 
team, adult, child and mental health nursing and paramedic and operation department practice. 
Each could be called upon as ‘back up’ if required. Also, reflecting CAS principles, engaging staff early 
in the development process fostered interest and enthusiasm should MMIs be ‘rolled out’ to the 
other specialities in future recruitment cycles. Training staff also conferred the important additional 
benefit of maximising inter-rater reliability. Staff piloted assessment tools and became fully 
conversant with the grading criteria. In addition, these were available on the desk at each station on 
interview days to remind interviewers what constituted the criteria to award each score from 0-7.  
Reflecting the CAS model, I approached senior midwifery colleagues (either Heads of Midwifery or 
Practice Development Midwives) in each of the five partnership Trusts of the University to arrange a 
meeting. I invested time in visiting them to explain the reason why we were considering a new 
approach to interviewing, the rationale behind choosing MMIs and how practitioner contributions 
would play a vital part in taking the change forward. I also discussed the tools in their draft form for 
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feedback as well as considering different approaches to engaging and preparing prospective 
practitioner interviewers in MMI administration. It became apparent that inviting practitioners to 
attend training days at the University was not a feasible option given the time constraints and 
pressures of the practice environment. It was suggested that practitioners should arrive an hour 
early on the interview days, receive their training and lunch and then go on to interview 
immediately. I broadened the scope of this discussion to as many practice colleagues as I could as 
well as University staff to ensure that there was agreement that this was a feasible and optimal way 
of taking the change forward. Interestingly, again reflecting the iterative nature of the CAS approach, 
practitioners received their training on interview days but the format of this evolved according to 
their feedback, for example: on the first day interviewers received training in MMI administration 
followed by lunch. They then went on to interview in the afternoon but they had not seen the 
scenarios they would be asking questions about before interviews began. Subsequent feedback from 
one practitioner suggested that scenarios to be used that afternoon should be available during the 
training so that practitioners could choose which one they would prefer to administer and have time 
to consider potential responses. This was adopted; any potential bias was alleviated as a result of 
these choices because interviewers changed scenarios part way through the interview afternoon to 
prevent fatigue. 
Finally reflecting a CAS approach I met each candidate group after their MMIs (seven in each cycle) 
to ask them about their day. I was interested to find out how they had found their experience at 
Surrey in general as well as their specific views of the MMIs. This was informed from candidate 
feedback in the pilot where a number of candidates had talked about their ‘whole day’ experience 
and that “they were interviewing the University as well as the University interviewing them” (see 
table 17). Candidates’ views and suggestions were noted to inform future developments including: 
how much they valued meeting current students; preferring the short introduction made by 
interviewers and non-verbal communication allowed compared with other HEI’s models and 
appreciating being given a time slot for interview and this being consistently adhered to. 
‘Creativity on the edge of chaos’ 
The last key feature of the CAS model (Olsen and Eoyang, 2001) centres around facilitating ‘stability 
and instability on the edge of chaos, see 7.3.3.1. I have substituted ‘stability and instability’ with 
‘creativity’ on the edge of chaos because the dichotomy of ‘stability’ and ‘instability’ did not reflect 
my experience. I was leading a change to implement a unique model at the University of Surrey in 
which creativity was a key feature of designing workable solutions to practical issues. Within the CAS 
model, an iterative approach is suggested, where a defining vision is not identified and strived for at 
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the outset but the outcome evolves from a process of learning and reflection. While facilitating this 
move to interviewing using MMIs, the process felt ‘on the edge of chaos’ some of the time. 
Reassuringly, however, the reality was that: each interview day ran exactly to time; no interview day 
was under-resourced or staffed; interviewers positively evaluated their experiences and volunteered 
for subsequent interview days; candidates fed back encouraging verbal comments at the end of their 
interview days and recruitment staff at the University felt their needs had been met on all levels.  
Endorsing a successful model from both   practical and logistical perspectives, in the 2014-15 
recruitment cycle, all health care student selection interviews including adult, child and mental 
health nursing, paramedic and operation department adopted MMIs to inform their final decision-
making. 
7.4 Summary 
This discussion chapter began with an explanation of my development and pilot study and how it has 
added to current knowledge in relation to the effectiveness of MMIs in student midwife selection. It 
has ended with details of the resulting extrapolation of my study design to all healthcare student 
selection at the University of Surrey in 2014-15. I have translated the lessons learnt and knowledge 
gained to inform this significant move.  
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Chapter Eight: Conclusion 
8.0 Introduction 
I concluded chapter seven by citing three principle insights which have emerged as a result of this 
study: methodological considerations; ‘conceptualisation of ‘what’ is being measured and practical 
applications. These are now summarised: 
Dialecticism was the underpinning theoretical perspective on which this research was founded. In a 
dialectical approach the defining features associated with opposing paradigms are acknowledged 
and respected. In this research greater, more in-depth knowledge has been generated through a 
dual paradigmatic approach. True to a dialectical approach I have interwoven the knowledge and 
understanding generated to inform developments which are most clearly illustrated in my approach 
to the move to MMIs across all health care student selection at the University of Surrey.  
I also considered the inherent challenges of applying empirical judgements to personal qualities 
during selection processes (sections 2.7 and 3.5). The following pertinent perspectives were offered 
by my midwifery colleagues at the end of the focus group: 
INT 9: “ I think potentially these are an improvement actually” 
INT 2: “It (MMIs) takes interviewing into the 21st Century” 
INT 9: “ ... and I think we accept that we are never going to get it completely right” 
INT 3: “ You are never going to get it totally right because we are human” 
The reality is that HEIs have to make difficult life-changing decisions regarding candidates on a 
regular basis. I would suggest that developing tools which are evidence-based and being open to 
change, new ideas and innovations as they emerge offers a legitimate way forward. 
Deciding ‘what’ should be assessed at selection remains a complex challenge. Current policy is 
driving a VBR agenda (HEE, 2013) where selection for caring professions is aligned to the six NHS 
Constitution values (DH, 2012). I have suggested that these values do not encompass the emotional 
dimension to a caring relationship so valued by women and midwives. I have proposed an 
amendment to the ‘compassion’ value to include an emotional dimension, see section 7.3.2. 
Without this midwives are at risk of ‘doing to’ women rather than engaging with them in a way that 
is sustainable for the midwife and meets women’s needs. 
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MMIs represent one way of delivering VBR either at selection into HEI or NHS funded positions. The 
defining and unique features of MMIs are transferable and adaptable to meet the needs of different 
selection situations. An example of this followed from a Trust partnership meeting held at the 
University of Surrey in autumn 2013 where MMIs were discussed. A Deputy Head of Nursing who 
was present, requested further information and subsequently attended training days. She has taken 
the principles forward to inform selection processes for nursing posts within the Trust. I would 
consider that selecting students according to pre-determined values is only the beginning. 
Embedding values into the NHS as an organisation is where additional challenges lie. HEE propose a 
continuum of values-based recruitment activity from selection for training to employment, in the 
NHS (HEE, NVBRF, 2014).  Without this ‘values congruence’ or alignment of optimal values  between 
employees and the organisation in which they work, individuals risk becoming disillusioned, 
dissatisfied and more likely to underperform or leave (Patterson, 2014). 
8.1 Study strengths and limitations 
The evidence base surrounding the effectiveness of MMIs is far from complete; this study adds a 
unique insight from a midwifery perspective. The design of the study was limited by University policy 
which would not allow a move to MMIs in the absence of any midwifery specific reliability or validity 
data. Within the limitations of the situation I was faced with, the study has exceeded my 
expectations in terms of output. I have evidenced how MMIs can be systematically developed in 
midwifery student selection; information which has been published internationally for the wider use 
of other HEIs (Callwood et al., 2012, Callwood et al., 2014) as well as being featured in HEE’s 
National Values-based Recruitment Framework (HEE, 2014). The data generated and experiential 
process has informed a ‘roll out’ to live recruitment at the University of Surrey, see section 7.3.3.1. 
Without the data gathered during the course of this study, none of the subsequent work would have 
been possible. 
MMIs may not provide all the answers to selection decisions but the evidence base supporting or 
refuting their effectiveness is developing.  Generalisability cannot be assured without multi-centre, 
collaborative designs and this represents an important area for future research. This study was 
limited by a single HEI perspective and associated contextual influences. However, the pilot data 
generated and experience gained will inform the conduct of a national longitudinal follow up study 
commissioned by HEE; in May 2015 I was invited to join a strategic working group to develop and 
inform this study because of the work undertaken during this research. 
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8.2 Future Implications 
Research 
I have suggested that ‘sustainable emotionality’ or recognition of the importance of emotions in 
caring relationships is missing from key regulatory and policy statements including the values-based 
recruitment framework (HEE, 2014). The potential for MMIs to capture and assess sub-constructs in 
this ‘emotionality’ have been evidenced, for example, communication skills and empathy, but 
further research is recommended. There is also limited evidence exploring if, or to what extent, 
MMIs can assess personality factors or associations between, for example, the Big 5 and practice 
performance. Further research in this area would add additional perspectives.  
The insights generated from this study enabled the ‘roll out’ of MMIs across midwifery student 
selection in the 2013-2014 recruitment cycle. This presented an exciting opportunity for further 
research. On 6th November 2013 the University of Surrey Ethics Committee granted approval to 
conduct a longitudinal study exploring the predictive validity of MMIs on the September 2014 pre-
registration student midwives (EC/2011/12/FHMS amended). Associations will be examined 
between student’s MMI score at interview and their subsequent programme performance in the 
form of end of year grading and performance in practice. In July 2014 this approval was extended to 
all health care student selection in the 2014-15 recruitment cycle.  
I have alluded to my journey as a researcher in section 7.3.3.1 where the CAS model illustrates how I 
have learnt to embrace new insights and creativity. Having reflected on the lessons I have learnt, in 
June 2015 I reconsidered the planned conduct of this follow-up study. I recognised that the 
perspective I will be generating relates to a mentor’s understanding of a students practice 
performance; not the women’s view as the recipient of care.  This omission is important because 
women’s views of their care might be different from the midwives understanding of the care 
provided. As such, I plan to seek an amendment to the ethical approval (see Appendix 11) to 
incorporate an in-depth qualitative follow-up study of women’s views of the care they have received 
from student midwives recruited using the MMI tools. 
Cross- organisational, collaborative studies with other HEIs in the UK and internationally would add 
important additional insights. Of the 45 studies cited in the literature review only one (Kumar et al, 
2009) reported findings (quantitative) from more than one training institute. This is an important 
area for on-going research where the reliability and validity of MMIs is explored, taking into 
consideration different cultural and contextual influences.  This will be addressed in HEE’s national 
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longitudinal follow-up study which aims to explore the impact of VBR using selection techniques like 
MMIs, see section 7.4.1. 
Education 
Student midwives comprise our future workforce. In section 2.7, I acknowledge the challenges 
associated with selection processes and assigning quantitative perspectives to what are arguably 
fluid and interpretative phenomena. However, difficult decisions are made by HEIs about which 
students to accept on their education programmes. MMIs represent one way of attempting to be 
transparent in this decision–making where pre-determined desirable personal qualities are assessed. 
This is however, only the beginning of the journey for these students. HEIs have begun to explore 
how embedding ‘values’ into curricula can be achieved (McLean, 2012). The conceptualisation of 
‘sustainable emotionality’ developed in this thesis is important to recognise, specifically how it can 
be nurtured throughout education programmes and into workplace culture. Further research in this 
area of curriculum development, in particular, is suggested. 
Policy 
HEE (2014) endorse MMIs in health care student selection in their national values-based recruitment 
framework.  However, this is only part of a bigger picture which encompasses work-based culture. 
Reflecting acknowledgement of this, HEE (2014) have developed their vision to incorporate an NHS 
Employment Journey. Structured around a continuum of values-based employment, from 
recruitment and selection to on-going learning and professional development, the nurturing and 
preservation of a caring culture is emphasised. To widen and inform future perspectives, I will aim to 
publish my considerations of the importance and apparent omission of ‘sustainable emotionality’ 
from key government and regulatory documentation related to values-based recruitment and 
ongoing professional development. 
8.3 Research reflections 
The transformative nature of my journey as a researcher and as an individual working in a team is 
evidenced in this thesis. I stated in Section 4.1 that, at the beginning I valued an objective view of 
reality seeking unequivocal answers to questions. In order to meet the study objectives my approach 
to developing and implementing MMIs could not be driven by a pre-determined vision. While 
grounded in the evidence generated from the pilot data, it evolved according to feedback, dialogue, 
discussion, reflection and wider inclusion. I have learnt the importance of collegiality, having an 
evidence-based framework while being open to new insights as they emerge. In section 7.3.3.1 I 
used the phrasing ‘creativity on the edge of chaos’. Prior to this study the idea of ‘chaos’ was not 
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one that resonated with my organised post-positivist position. I have learnt to appreciate different 
perspectives and, being open to emergent thoughts and developments is not ‘chaos’ at all, it is 
‘another way’; one that I am more comfortable with having successfully implemented a significant 
change in selection process as a result of this work.  
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Appendix 1 
The Effectiveness of MMIs: Evidence Tables  
Title Country Aims/to 
report/assess 
Study 
population 
Sample 
size 
Number of 
stations 
Assessors 
per station 
Time/ 
station 
(min) 
Acceptability Feasibility Reliability 
 
Validity 
Eva et al 
2004a 
 
Canada 
 
To pilot a 
multiple station 
approach to 
interviewing, 
testing 
reliability 
Graduate 
medical 
students 
 
18 1 12 8 Not applicable (NA) NA G coefficient: 0.55 r= - 0.23 (p<0.01) 
in  
relation to GPA 
4 3 0.77 
6 2 0.81 
12 1 0.85 
Additional points: Initial pilot with associated small sample size 
Eva et al 
2004b 
 
 
Canada 
 
 
 
 
 
 
 
Reliability, 
validity, and 
acceptability 
Medical 
students 
applicants 
117 10 1 8 Positively evaluated 
from interview and 
applicant 
perspectives 
NA G coefficient 0.65 
Inter-station reliability 
(no station correlated 
with any other 
station >0.37 
MMI scores do not 
correlate with 
traditional 
interview scores. 
MMIs were more 
predictive of OSCE 
performance than 
traditional 
interview format 
Additional points: Interviewer training not provided, dedicated scoring pro-forma used, prompt questions available 
Lemay et 
al 2007 
Canada Reliability, 
validity and 
ability to 
differentiate 
between 
attributes 
Medical 
students 
applicants 
281 10 1 8 NA NA Inter-item reliability 
within station 
α 0.97-.098 
Inter-station reliability 
r 0.04 ≤0.360 
Compared mean 
scores of those 
accepted and those 
on waiting list. 
Mean scores for all 
stations 
significantly 
different between 
those accepted and 
those not but this 
could have been 
anticipated as MMI 
given higher 
weighting in 
228 
 
decision to accept 
or not. Therefore 
questionable 
contribution  
Additional points: Two hour interviewer training provided 2 weeks prior to MMIs with evidence base rationale, administrative details, video clip with mock interviews. Evidence of the ability to assess 
different attributes in low correlations between station total scores;  
Goodyear 
et al 2007 
UK Reliability Paediatric 
junior doctor 
(SHO) selection 
123 3 2 5 NA NA α 0.74-0.84 NA 
Additional points: Note small number of stations, study excluded on this basis 
Brownell 
et al 
2007 
Canada To explore 
feasibility and 
acceptability 
Medical 
student 
applicants 
281 10 1 8 High number of 
applicants and 
interviewers (98%) 
willing to 
participate in MMIs 
again 
No more 
time/cost/ 
interviewers 
than 
traditional 
interview 
NA NA 
Additional points: 
Harris and 
Owen 
(2007) 
Australia Acceptability Medical school 
applicants 
115 8 (10 
stations in 
total but 2 
were group 
activity) 
1 5.5  Acceptable to both 
candidates and 
interviewers 
NA NA NA 
Additional points: had 10 station model but two were group problem-based learning (PBL) activity not MMI. Evaluation in terms of combination of MMI and PBL activity 
Reiter et 
al  (2007) 
Canada Predictive 
validity 
Medical 
students 
42 10 1 8 NA NA NA Correlation with 
OSCE performance 
r =0.4, p<0.05 
MCCQE 1 r = 0.17 
(p>0.10 
ß>0.3 (p<0.06) 
Additional points: Longitudinal follow up to participants in Eva’s study (2004b) including those admitted to McMaster University in 2002, small sample size 
Roberts et 
al 2008 
Australia Reliability and 
validity of 
interviewer’s 
decisions 
Post graduate 
entry medical 
school 
applicants 
485 8 1 7 NA NA Overall 
generalisability 
G 0.7 
Small positive 
correlation with 
one part of  
GAMSAT scores 
(reasoning and 
humanities in social 
sciences)(r=.26) 
Additional points: No interviewer training, prompt questions available. Calculated for an 0.1 increase in reliability (to 0.8) 14 stations required but have associated practical and logistical implications 
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Hofmeist- 
er et al 
(2008) 
Canada Acceptability Family 
medicine 
interviewers 
71 12 1 8 High levels of 
satisfaction, free 
from gender and 
cultural bias 
NA NA NA 
Hofmeist- 
er et al 
2009 
Canada Reliability, 
validity 
International 
medical 
graduate 
applicants 
71 12 1-2 8 NA NA Overall 
generalisability 
G 0.7 
OSCE r = 0.15 
(p>0.01) 
MCCQE 11 r = 0.33 
(>0.01) 
Humphrey 
et al 2008 
UK Acceptability Post graduate 
doctors 
96 3 2 5 Acceptable to 
candidates and 
interviewers 
NA NA NA 
Additional points: Candidates wanted more time at each station, interviewer fatigue cited as potential problem 
Griffin et 
al (2008) 
Australia Explore effect 
of coaching , 
and previous 
experience on 
MMI scores 
Medical school 
applicants 
287 (17 
with 
previous 
MMI 
experienc
e) 
9 Not 
specified 
Not 
specified 
Coaching no effect 
on MMI scores 
NA Previous MMI 
experience improved 
subsequent 
performance only on 
same stations; no 
effect if with new 
stations 
NA 
Additional points: Important conclusions regarding wider use of MMIs and potential breeches in security 
Dodson et 
al 2009 
Australia Whether 
stations can be 
shortened 
without 
compromising 
reliability 
Medical 
student 
applicants 
175 8 1 8 NA NA Overall generalisability 
G 0.78 
 
NA 
5 G 0.75 
Additional points: Reducing the duration of the stations from 8 minutes to 5 minutes had minimal effect on test reliability but potentially conserves resources 
Eva et al 
2009 
Canada Reliability and 
Predictive 
validity 
Post-graduate 
doctors 
45 10 1 8 NA NA Reliability of 1 station 
consistently low, 0.24; 
generalisability across 9 
stations G 0.76 
 
Inter-station reliability: 
G 0.24 
Significant 
association found 
between MMI 
score and % of 
stations 
candidates 
subsequently 
passed in MCCQE 
11, r=0.43, 
p<0.05 
Additional points: Confirms hypothesis that multiple stations are more reliable than one 
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Hecker et 
al (2009) 
Canada Reliability, 
validity, 
acceptability 
Veterinary 
student 
applicants 
122 7 2 8 High levels of 
acceptability to 
interviewer and 
applicants 
NA Internal consistency: 
α >0.8 
Overall generalisability  
G 0.79-0.88 
MMI score not 
associated with 
GPA. 
 
Additional points: 1
st
 published study in veterinary medicine 
Razack et 
al (2009) 
Canada Acceptability 
from interview 
and applicant 
perspectives, 
feasibility 
Medical school 
applicants 
100 10 1-2 8 MMI allowed 
competition, offers 
chance to show 
strengths, fair, 
enjoyable but didn’t 
allow interviewers 
to ‘get to know 
applicants’, 
practical, 
operational 
concerns 
Interviewers 
perceived 
difficulty with 
adopting MMIs 
but un-
substantiated 
NA NA 
Additional points: MMIs ran simultaneously with traditional interviews to assess stakeholder views between both. Concerns with MMI: interviewer fatigue, long term planning requirements to run MMI 
interviews 
McBurney 
and Carty 
2009 
Canada Acceptability 
and feasibility 
Nursing 
school 
applicants 
50 
interviewers 
and 141 
candidates 
8 1 8 Positive evaluation 
from candidates 
apart from 8 mins 
too long at some 
stations. 
Interviewers mainly 
positive except 
concerns over 
equality of 
opportunity offered 
to each candidates 
as prompt 
questions not 
standardised 
Overcome 
logistical 
implications 
including lead 
time to 
prepare 
interviewers 
and rooming 
NA NA 
Additional points: Team building positive outcome, ensure parity of opportunity by standardising prompt questions if used 
Wilson et 
al 2009 
Australia Reliability Medical 
school 
applicants 
345 9 1 Not 
specified 
NA NA Internal consistency 
α 0.83 
NA 
Kumar et 
al (2009) 
Australia Acceptability 
including 
perceptions of 
strengths and 
Medical 
school 
applicants 
442 
applicants, 70 
interviewers 
completed 
8 1 7 Candidates: positive 
evaluation, liked 1:1 
format and multiple 
assessment 
NA NA NA 
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weaknesses questionnaire, 
37 took part 
in focus 
groups 
opportunities; 
interviewers 
positive: 
independent 
decision making but 
concerned about 
bench marking their 
decisions 
Additional points: two sites, Canada and Australia, large sample, all qualitative data with thematic analysis 
Dore et al 
2010 
Canada Reliability, 
validity, 
acceptability 
and feasibility 
Post-graduate 
doctors 
484 7 1-2 8 88% of candidates 
felt they could 
accurately portray 
themselves; 90% 
interviewers felt 
they could 
reasonable judge 
applicants 
No more time 
or numbers of 
interviewers 
between MMI 
and 
traditional 
interview 
G coefficient 0.55-0.72 
across all stations. 
Correlation between 
stations (inter-station 
reliability)  
G 0.08 – 0.26 
Inter rater reliability  
G 0.78 
Inter-item within 
station 0.97-0.98 
MCAT r=0.26 (p 
value not available) 
Additional points: interviewer training provided, validated scenarios used from Eva’s work, probe questions available. Note: candidates allowed to read scenario for 2 minutes before interview 
Kulasegar
am et al 
2010 
Canada Associations 
between Big 5 
and 
performance in 
MMI and 
admissions 
tests 
Medical 
student 
applicants 
152 12 1 8 NA NA NA No statistically 
significant 
correlation 
between  Big 5 and 
MMI score 
GPA r=0.06 (NS) 
MCAT r=0.01 (NS) 
Additional points: Note findings in relation to Griffin et al 2012 
Hecker et 
al 2011 
Canada Reliability Medical 
school 
admissions 
103 7 2 10 `NA NA G 0.79 NA 
7 1 10 G 0.79 
8 2 10 G 0.81 
Additional points: D study results indicate 7 stations adequate reliability 
O’Brien et 
al 2011 
UK Reliability, 
acceptability, 
validity and 
feasibility 
Medical 
student 
applicants 
47 8 1 5 Interviewers and 
candidate preferred 
MMI to traditional 
interview 
Feasible, no 
more time or 
resources 
required 
Internal consistency: 
α 0.69-0.73 
UKCAT ß = -0.00 
(p=0.28) 
GAMSAT ß = 0.04 
(p=0.14) 
(GAMSAT and 
personal interview 
ß = 0.05 (p=0.02) 
Additional points: potential for self-selection bias as sample size 47 out of over 1000 who could have volunteered, training, prompt questions supplied 
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Evidence published post research design development 
 
Title Country Aims/hypothes
is: to 
report/assess 
Study 
population 
Sample size Number 
of stations 
Assessors 
per station 
Time/stati
on (min) 
Acceptability Feasibility Reliability  Validity 
Hecker and 
Violato, 
October 2011 
Canada Reliability Veterinary 
students 
103 7 2 10 NA NA G coefficient 0.79 NA 
Reliability of 1 station  
G 0.28 
Inter-rater reliability  
G 0.52 
Inter-station reliability 
G: 0.25 
Additional points: Veterinary students 
Yen et al 2011 Canada Compare MMI 
score with Bar-
On emotional 
intelligence 
test, reliability 
Heath science 
applicants 
196 8 Not 
specified 
Not 
specified 
NA NA Internal consistency: α 
0.75 
No correlation 
between Bar-on EQ 
score and MMI 
Additional points: No relationship found at total or sub scale level.  Findings do not support use of Bar-On as pre-screening tool 
Uijdehaage et 
al August, 2011 
USA Reliability, 
acceptability 
Under- 
graduate 
leadership 
programme 
focusing on 
healthcare for 
disadvantage
d people 
In 2009: 76 
 
12 1 8 Well evaluated by 
both candidates 
and interviewers 
NR Overall generalisability 
G 0.58 
 
 
NR 
In 2012: 78 G 0.71 
Additional points: No validity testing, stakeholders actively involved in developing model used, reliability enhanced by clarifying the scoring system, importance of ensuring programme specific 
construct validity 
Jerant et al 
(2012) 
USA Associations 
between MMI 
score and 
Big 5 
Medical 
school 
applicants 
444 10 1 Not 
specified 
NA NA NA ‘Extraversion’ 
only factor 
associated with 
MMI score 
Cameron and 
MacKeigan 
2012 
Canada Reliability, 
feasibility, 
association 
with admission 
score (PCAT) 
Pharmacy 
degree 
programme 
applicants 
30 10 1 8 minutes 
at 5 
stations, 6 
minutes 
at 5 
Interviewers judged 
6 mins ‘just right’ , 8 
mins ‘too long’, 
candidate reported 
opposite 
Feasible Overall generalisability 
G 0.77 
Negligible 
correlation with 
PCAT 
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stations 
Additional points: Systematic piloting evidenced for enhanced face validity 
Dowell et al 
2012 
UK To describe 
progression 
from 
traditional 
interview to 
MMI, 
feasibility, 
reliability 
Medical 
school 
applicants  
452 from 
2009 cohort, 
477 from 
2010 cohort 
10 1 7 94% interviewers 
and 90% candidates 
agreed or strongly 
agreed that the 
MMMI was fair; 
33% candidates felt 
MMI was more 
stressful 
94% interviewers 
expressed 
willingness to take 
part in MMI again 
Feasible Internal consistency 
2009 cohort: 
α 0.7 
2010 cohort:  α 0.69. 
Correlation between 
stations 
 r 0.06 ≤0.36 
 
NA 
Additional points: Predictive validity testing would be enhanced through collaboration with other HEIs (can say same for all other studies) 
Eva et al 2012 Canada To assess 
predictive 
validity of MMI 
in relation to 
final MCCQE 
scores 
Medical 
school 
applicants 
751 
interviewees 
matched with 
MCCQE scores 
12 1 8 NA NA NA Higher MMI score 
correlated with 
higher mean 
MCCQE scores for 
parts 1 and 11 
ß = 0.12 (p< 0.001) 
and ß = 0.21 (p< 
0.001) 
Additional points:none 
McAndrew et al 
2012 
UK Evaluation 
study: 
candidate and 
interviewer 
perspectives 
Dental 
students 
190 10 1 5 Candidates: 
Positively evaluated 
MMIs, some 
concerns.. lack of 
control, anxiety and 
nervousness 
NA NA NA 
Griffin and 
Wilson 2012 
Australia To test 
association 
between MMI 
and Big 5 
personality 
factors, 
reliability 
Medical 
applicants 
868 9 1 8 NA NA Internal consistency: α 
scores 0.84-0.9 
Significant 
correlations with 
extraversion, 
conscientiousness, 
agreeableness 
factors. Not 
correlated with 
logical reasoning, 
non-verbal 
reasoning factors 
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and past academic 
performance. 
Non-significant 
correlation with 
UMAT 
Additional points: contrast with Kulasegaram et al, 2010 
Tavares, Mausz 
2013 
Canada Reliability, 
validity, 
feasibility 
Paramedic 
practice 
30 10 1 8 NA Feasible G coefficient 0.77 Pearson’s 
correlation 
between MMI 
score and 
simulation based 
assessment r=0.31 
Additional points: In break between stations, candidates allowed to view next station questions/scenario. Simulation based assessment (SBA) of clinical skills at interview: day I MMI, day 2 SBA 
Fraga et al 2013 USA Reliability and 
acceptability 
Medical 
student 
selection 
237 5 1 10 Anonymous survey 
indicated fair tool 
which was 
preferred overall to 
the traditional 
interview 
NA G coefficient >0.9 NA 
Additional comments: None 
Till and Dowell 
2013 
See Husbands and Dowell’s Study (same data) 
Husbands and 
Dowell (2013) 
UK Predictive 
validity 
Medical 
school 
applicants 
2 cohorts: 147 
and 150 
10 1 7 NA NA NA Year 1, semester 2 
and year 2, 
semester 2 OSCE 
results: 
r= 0.34 -  ≤ 0.35 
(p=0.01 – 0.00) 
range over two 
cohorts 
 
 
Additional comments: none 
Perkins et al 
2013 
UK Acceptability 
and feasibility 
Nursing 
applicants 
890 10 1 5 Candidates: 65% 
found it a ‘better’ 
experience, 71% of 
interviewers % 
found it a ‘better’ 
experience 
Feasible, one 
concern was 
sound 
pollution 
NA NA 
Additional comments: None 
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Roberts et al 
2014 
Australia Reliability, 
concurrent 
validity with 
SJTs 
Speciality 
medical 
training 
1382 6 1 8 NA NA G coefficient 0.7 
To achieve 0.8, 10 
stations needed 
Correlation with 
SJT r=0.35 
Additional points: MMI moderately reliable, emphasises importance of interviewer training, reliability enhanced with greater number of stations 
Campagna-
Vaillancourt 
(2014) 
Canada Acceptability, 
reliability 
Otolaryngolog
y 
45 applicants, 
18 
interviewers 
7 2 10 >80% felt MMI had 
helped them 
present their 
personal strengths 
>85% interviewers 
felt MMI evaluated 
a valid range of 
competencies 
70% both preferred 
it over the 
traditional 
interview 
NA Inter station reliability 
α 0.048-0.376 
Inter-rater reliability 
‘good’ 
NA 
Liao, Hsiue, Lin 
and Huang 
(2014) 
Taiwan Evaluation of 
MMIs 
combined with 
group 
interview 
Medical 
student 
selection 
122 7 plus 
group 
interview 
1 10 NA NA Cronbach’s alpha for 7 
station MMI = 0.54 
This increased to 0.63 
with the inclusion of 
the group interview 
NA 
Hopson et al 
2014 
USA Acceptability Emergency 
medicine 
resident 
selection 
71 8 1 8 Participants 
preferred the 
traditional 
interview format, 
but they were 
receptive to mixed 
MMI and traditional 
interview format 
NA NA NA 
Grice 2014 USA Evaluation: 
acceptability 
Occupational 
therapy 
106 6 1 8 Interviewers: MMI 
more objective and 
comprehensive, 
valid picture of 
applicants. 
78% reported MMI 
better experience 
77% very satisfied 
with MMI process 
NA NA NA 
Additional comments: overall time spent on MMI and traditional interview about the same,  
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Liao, Hsiue, Lin 
and Huang 
(2014) 
Taiwan Reliability MMI 
and MMI 
combined with 
group 
interview 
Medical 
students 
122 7 1 Not 
specified 
NA NA Internal consistency: 
MMI :α 0.54 
MMI plus group 
interview: : α 0.63 
NA 
Sebok 
(2014) 
Canada Reliability Medical 
students 
444 7 2 Not 
specified 
NA NA G coefficient 0.68 
In D study, with 9 
stations or 3 
interviewers G = 0.7 
NA 
Ahmed et al 
(2014) 
Middle East Reliability Medical 
school 
selection 
187 8 1 8 NA NA G coefficient 0.8 NA 
Phillips and 
Garmel 
2014 
USA Acceptability Post-graduate 
Dr selection 
(Residents) 
1  Not 
specified 
Not 
specified 
Not 
specified 
Not acceptable for 
emergency 
medicine selection,  
guarded responses 
NA NA NA 
Additional points:  1 individuals perspective, however study features noteworthy considerations in relation to using MMIs in pre-reg and post-reg selection which suggests further research required 
Oliver et al 
2014 
Canada Validity of 
MMI 
constructs 
 
Veterinary 
students 
60 8 1 10 NA NA NA Total MMI score 
and ‘building a 
relationship’ r=0.46 
(p<.001), 
 ‘extraversion’ r=.22 
‘emotionality’ -.01 
(NS) 
Additional comments: correlations assessed between MMI score and emotionality and extraversion  assessed using HEXACO-PI-R-60 (Ashton and Lee, 2009),  
 
Key 
α Cronbach’s alpha PPA Pre-pharmacy grade point average 
r Correlation UKCAT UK Clinical Aptitude Test 
ß Regression coefficient UMAT Undergraduate Medicine and Health Sciences Admissions Test 
G Generalisability PCAT Pharmacy College Admissions Test 
GAMSAT Graduate Australian Medical School Admissions Test SJT Situational Judgement Test 
GPA Grade Point Average NS Non-significant 
MCAT Medical College Admissions Test OSCE Objective Structured Clinical Examination 
MCCQE 1 (total) Medical College of Canada Evaluating Examination Year 1 (Total score) NA Not applicable 
MCCQE 11 (Total) Medical College of Canada Evaluating Examination Year 2 (Total score)  Occupational therapy students 
 Medical students  Paramedic practice students 
 Nursing students  Veterinary students 
 Pharmacy students  Dental students 
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Appendix 2: NMC Domains of competence (NMC, 2009) available at: http://www.nmc.org.uk/standards/additional-standards/standards-for-pre-registration-midwifery-
education/ 
 
Domain 1: Effective midwifery practice 
Care for, monitor and support women during labour and monitor the condition of the fetus, supporting spontaneous births. This will include:  
 Communicating with women throughout and supporting them through the experience 
 Ensuring that the care is sensitive to individual women’s culture and preferences 
 Using appropriate clinical and technical means to monitor the condition of mother and fetus 
 Provide appropriate pain management 
 Provide appropriate care to women once they have given birth 
 
 
Domain 2: Professional and ethical practice 
Practice in accordance with The Code: Standards of conduct, performance and ethics for nurses and midwives (NMC, 2008), within the limitations of the individual’s own 
competence, knowledge and sphere of professional practice, consistent with the legislation relating to midwifery practice. This will include: 
 Using professional standards of practice to self –assess performance 
 Consulting with the most appropriate professional colleagues when care requires expertise beyond the midwife’s current competence 
 Consulting other health care professionals when the women’s and baby’s needs fall outside the scope of midwifery practice 
 Identifying unsafe practice and responding appropriately 
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Domain 3: Developing the midwife and others 
Review, develop and enhance the midwife’s own knowledge, skills and fitness to practise. This will include: 
 Making effective use of the framework for the statutory supervision of midwives 
 Meeting the NMC’s continuing professional development and practice standards 
 Reflecting on the midwife’s own practice and making the necessary changes as a result 
 Attending conferences, presentations and other learning events 
 
 
Domain 4: Achieving quality of care through evaluation and research 
Apply relevant knowledge to the midwife’s own practice in structured ways which are capable of evaluation. This will include: 
 Critical appraisal of knowledge and research evidence 
 Critical appraisal of the midwife’s own practice 
 Gaining feedback from women and their families and appropriately applying this to practice 
 Disseminating critically appraised good practice 
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Appendix 3: Schwartz Value Survey (SVS) (1992)  
 
(http://www.europeansocialsurvey.org/docs/methodology/core_ess_questionnaire/ESS_core_quest
ionnaire_human_values.pdf) 
The SVS reports the values of participants by asking them to conduct a self-assessment using 57 
questions. The importance of each of value item is measured on a nonsymmetrical scale in order to 
encourage respondents to think about each of the questions. 
 7 (supreme importance) 
 6 (very important) 
 5, 4 (unlabelled) 
 3 (important) 
 2, 1 (unlabelled) 
 0 (not important) 
 -1 (opposed to my values) 
Example Questions:  Environmentally-friendly behavior assessing the ‘universalism’ value 
During the last five years did you ... 
a) Sign a petition which required measures to protect the natural environment? 
b) Donate money to an organisation of environmental protection? 
c) Boycott or avoid products of a business being convinced that it damages the environment? 
In the last 12 months how often did you ... 
a) Choose to buy fruit and vegetables which were grown without chemical pesticides and 
fertilizers? 
b) Choose to buy paper and plastic products produced by recycled waste material? 
c) Choose to buy environmentally friendly detergents and domestic cleaners 
In order to protect the environment, I would be ... 
a) To pay more 
b) Accept lowering my standard of living 
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The Portrait Values Questionnaire (PVQ) 
 The PVQ has been developed as an alternative to the SVS primarily for children from 11-14 years. In 
comparison to the SVS the PVQ relies on indirect reporting where respondents are asked to compare 
themselves (gender-matched) with short verbal portraits of 40 different people. After each portrait 
the respondent has to state how similar he or she is to the portrait person ranging from “very much 
like me” to “not like me at all”.  
Example questions: 
a) Thinking up new ideas and being creative is important to her 
b) She likes to do things her own original way. 
c) Being very successful is important to her, she likes to impress other people. 
d) She thinks it is important that every person in the world be treated equally, she wants 
justice for everybody, even for people she doesn’t know. 
e) It's very important to him to help the people around him, he wants to care for other people. 
f) It is important to him to be loyal to his friends, he devotes himself to people close to him. 
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Appendix 4: Pre-test questionnaire, September 2008 cohort Evaluation of Multiple Mini Interview (MMI) scenarios, 29.07.11 
 
1. Which draft MMI does this feedback relate to?  ………………… 
 
2. If you were the candidate being given this MMI  scenario please tell me if: 
 
a) You can understand the written scenario itself  
□ Yes  □ No  □ Don’t know 
b) You can understand what is required of you   
□ Yes  □No  □ Don’t know 
 
3. Would you be able to answer without the ‘probing’ questions? 
□ Yes  □No  □ Don’t know 
 
4. Do the ‘probing’ questions help you respond?  
□Yes  □ No  □ Don’t know 
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5. In relation to the MMI scenario you have reviewed, please tell me if you can think of any additional questions which could be added 
………………………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………….............. 
 
6. What do you think the interviewer is trying to find out about you in your MMI scenario? 
 
Scenario ………………………………………………………………………… 
Information……………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………..................... 
 
7. Please tell me anything else that you think might help me to develop this 
scenario………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………… 
 
Many thanks for you help, I really appreciate it   Alison 
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Appendix 5: Focus Group Questions 
Question Rationale: intended to explore interviewers…. 
1.  Has anyone had experience of taking part in MMIs before? Previous experience which may influence views 
2.  What were your initial feelings about conducting the MMIs after the 
training/update? 
 Emotions 
 Whether the training was viewed as adequate preparation to conduct the MMIs including: 
explanation of the scoring system, how easy the MMI scenarios themselves were to 
understand 
3.  How did you feel about conducting the MMIs as an interviewer?  Emotions like apprehension, excitement, optimism ….. 
 Evaluation of how the process itself went including: was 5 minutes at each station 
adequate? Was 1 minute between each station adequate? Did the scoring system allow for 
differentiation between candidates? 
4.  How do you evaluate the MMI as an admissions instrument compared 
with the personal interview? 
 Views of the personal interview compared to the MMI in terms of: 
o Validity, reliability and usability…… 
o Advantages and disadvantages of both approaches 
o Which approach allows candidates the best possible opportunity to present their 
personal strengths 
o Which one is able to select candidates with the most effective communication 
skills 
o Which one is able to select candidates most likely to subsequently excel in the 
clinical environment 
o Which one is more or less daunting for candidates 
5.  Please discuss your views as to the place MMI may or may not have in 
future recruitment strategies   
 Views as to whether the MMI is considered a viable alternative to the personal interview  
 Logistical implications of implementation of the MMIs as an alternative admissions 
instrument to the personal interview 
 Potential resource issues compared with the personal interview 
6.  Do you think that candidates interviewed using MMIs on different 
occasions by different interviewers are likely to be scored the same? 
Do you think candidates interviewed using the traditional interview 
format on different occasions by different interviewers are likely to be 
scored the same? 
 Reliability 
7.  Overall, please discuss whether you think the disadvantages of the 
MMI outweigh the benefits or the disadvantages of the personal 
interview outweigh the benefits 
 Over all view 
8.  Do you have any other comments to add  
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Appendix 6   Focus Group Transcription  
Date: 10.10.12 Time: 2-4 Transcription completed Feb13 
Present: 
Karen Stenner (KS) INTERVIEWER 0  Convenor, independent researcher 
Participants: 
Denise Skidmore (DS) INTERVIEWER 1  LME 
Dr Ann Robinson (AR) INTERVIEWER 2  DoS MSc Midwifery  
Dr Anna Brown (AB) INTERVIEWER 3  Tutor Midwifery 
Louise Davies (LD) INTERVIEWER 4  DoS pre-reg Midwifery 
Jane Boulton (JEB) INTERVIEWER 5  Tutor Midwifery 
Dr Angie Wilson (AW) INTERVIEWER 6  Tutor Midwifery 
Amy Stubbs (AS) INTERVIEWER 7  Tutor Midwifery 
Julia Boon (JB)  INTERVIEWER 8  Tutor Midwifery 
Kath Lawton (KL) INTERVIEWER 9  Tutor Midwifery 
 
INT 0 This is a focus group, how exciting we are involved in some research, it’s nice to be involved in 
research every now and then. I don’t know if anyone has been in a focus group before but it’s 
important to go through some ground rules which I’m sure you are all familiar with working within 
this school. So first of all to respect the opinions of others and if you are like me to try to not talk 
over other people and give each other time to speak. And also because it is research, to try to 
respect the confidentiality of what people say within this group. Do think about it if people start 
talking about it afterwards because people may not want their opinions to be shared outside this 
room. The idea is to explore all of your opinions so if you are all talking and everyone is agreeing on 
something but you think something different please be free to feel that you can voice a different 
opinion. So those are the basic ground rules and I have a list of topics that Alison has given me to 
cover and basically this is going to start with anyone who has had any previous experience and move 
onto our initial expectations, how you feel about the adequacy of the training, what was your 
experience of using it, then going into detail about how you would evaluate the tool, your views on 
its future use and overall comments at the end. That’s the basic structure we are going to go through 
so that you know what to expect. To start off with I think it’s probably best to use our names as we 
can’t pretend that AC won’t recognise our voices. So if you could go round and say, for my benefit, 
what your name is and if you have had any previous experience of MMIs as a student or as an 
interviewer.  
 
INT 6 My name is AW and I’ve had no experience before of using this technique 
INT 3 I’ve not had experience of using this technique 
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INT 2 I’ve not had experience 
INT 7 no I haven’t had any experience 
INT 4 I haven’t had any experience 
INT 1: no I haven’t had any experience 
INT 8 no I haven’t had any experience 
INT 5 no experience 
INT 9 no experience. 
INT 0 Ok that’s a good start. So to start off with “what were your initial reactions and feelings to 
this idea when the MMI was first introduced”? 
INT 3 A bit cautious, I wasn’t sure how it was going to work out because I thought it was like a 
production line and the individuality of the students probably would not come through. That was 
my initial reaction. 
INT 0 A bit cautious about what the results would be… 
INT 9 Yes I was a bit cautious. The fact that you couldn’t probe them about something and the 
anxiety about something new, something different. Timing too, if this was transferred into real life 
would it take more time but now I don’t think it would.  
INT 6 I thought it would be quite resource intensive which would mean that all of us would have to 
be available on that specific day for interview 
INT 0 So it needs a lot of people there at the same time. 
INT 6/INT 9 Yes 
INT 6 I also felt that you couldn’t interact with the candidate and I feel that goes against the 
philosophy of midwifery in terms of our interaction with women, our interaction with students 
and candidates. 
INT 0 so you were there, you put the scenario to someone and you just listened and you don’t 
interact 
INT 6 Yes, no prompting 
INT 0 ok 
INT 7 I felt quite positive about it but that was possibly because last year I was brand new to the 
team and I hadn’t had experience of interviewing so I felt I was up for anything really. My husband is 
in the police and they use a similar technique (NOTE: previous knowledge helped) there so I had 
had conversations with him about it, so I thought it was quite exciting.  
INT 0 ok 
INT 1 Id add to that, coming from the other extreme, I’m probably the oldest and years of 
experience of interviews in the traditional sense I was quite up for something new. I knew that one 
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or two other centres, centres of excellence, so called were using it, so I was intrigued really to see. 
And one of the anxieties, along with those others have said, is if the student said nothing at all. 
Laugh. 5 minutes is a long time 
INT 9 I agree, I was open to it but before we did it those were my concerns, I suppose.  
INT 4 I really liked it and I still quite like it but, but I wouldn’t want it to replace us asking questions 
because I do all the short listing and I write down all the questions I want additionally asked of the 
students and if it were to replace the 1 on 1 interview how we would get that information from 
the student. I think it’s good that we enable the students to give us initial feedback to questions 
that we have got; otherwise we may just reject them. Ummm 
INT 0 Is that something you thought of later as the process went on? 
INT 4 Yes but I’m still not clear whether we would get a one on one with them. The other thing is it’s 
not about the resourcing necessarily because we do have 10 of us available on interview days but 
there are 5 of us and 5 practitioners. By doing this you are assuming that half the people doing the 
MMI will be practitioners. We do get a real variety of practitioners some of whom may not be 
looking for the same things as we are. Therefore the training of all those practitioners, it’s about 
150 of them, how would we do that? So, all those sorts of practical aspects of it would really 
concern me.  
INT 0 Ok, so, my general impression is that there is a mixture of openness and wonder whether this 
could be an improvement and concerns about how these issues can be resolved 
INT 9 my concerns were before we did it. 
INT 8 I’m quite positive about it, I think it’s quite good to see all the candidates because in the 
present system of interviewing you only see a few, so this way you get to see them all. I quite like 
that side of it.. 
INT 6 My positive view towards it is that it does give you a good snap shot view of that person and 
actually you can very quickly sum up that persons attitudes, beliefs and ideas in that one scenario. I 
wouldn’t say it sums up the whole picture totally but it does give you a very good snap shot of that 
person at that point in time.  
INT 0 we will be moving onto what we think about the actual experience but we are just thinking 
about your initial emotions and feelings about the experience before you started. 
INT 3 I just wondered whether students would change as they went through the scenarios in terms 
of how they managed it because as they went through them they got more used to how to 
address them and that would probably change the picture we had from the beginning to then end. 
And that may be very subjective as to how we view them as individuals. 
INT 0 so thinking about the student’s point of view as well 
INT 3 yes, yes 
INT 2 If you are looking at it from how you felt originally I felt and still do feel…I looked at it from a 
research perspective and how innovative it was and how clever she was to come up with it…I 
always think others research ideas are better than you own (laughs) and I can remember thinking 
gosh that is something that the University and school will be very interested in. 
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INT 3 I agree 
INT 2 I think I was worried about it from a objectivity perspective but in terms of an idea and doing 
something new , especially at PhD, I thought she has really hit on something here. So that’s 
important. 
INT 3 yes 
INT 0 and other initial impressions or reactions? 
INT 5 I think I’ve said yes to a whole lot of things that other people have said.  
INT 4 I would agree with what AR says but I think it’s a real shame she couldn’t get ethical approval 
to do it on real candidates. So from my point of view there is the odd rogue one that isn’t coming up 
with the answers you might have expected but on the whole they are very similar and therefore I 
would be really interested to see what comes out of it in terms of any real conclusions. Because we 
are seeing people that we have already selected so therefore we would expect them to be ok, 
wouldn’t we. 
INT 0 Ok 
INT 6 My initial reacting is also, what if, the PowerPoint doesn’t work, how would the day work? 
INT 0 was it with PowerPoint, was it? 
INT 3 Yes, the timing, moving onto the stations was 
INT 0 so what if technology failed? 
INT 6 yes 
INT 0 So that’s another good point as well, I’m sure we will revisit some of these points as we go 
along in terms of how it actually worked. So that was your initial feelings umm, how was the 
training? What do you think about the training, how adequate was it, what do you think, were 
there any issues? 
INT 3 No, I think AC answered….. 
INT 9 Well, having just done them this morning and yes we did the training a year ago, and you know 
last years, is was, this is how it’s going to work I think actually this year , only because I came in this 
morning late, you know sat down, bla bla and I hadn’t really thought where I, how I would criteria 
anyone as any one of those grades so actually that’s where the training could have helped….ok 
let’s spend 5 minutes saying deciding what your criteria are for getting a high mark. I was very 
stingy this morning and I’m thinking well, is that fair… 
INT 7 On Monday, I was in a very black mood as Kath knows and I was stingy but today I thought I 
would be nicer today as I was in a better mood. As Kath says it’s what is a 5, what is a .. 
INT 9 I suppose it doesn’t really matter if you are always doing one station but you have to decide 
what your criteria are and I think maybe we could have explored that a bit more …what is your 
personal criteria  
INT 3 But that’s… 
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INT 7 But.. 
INT 3 That’s what I meant about them being quite subjective because we are all doing different 
things basically, judging them from our own perspective not from a grading perspective.. 
INT 9 I decided today it wouldn’t matter if I’m being the same with each of them but then I did think 
I wish I could make these ones again globally because, you know, oh I need to change that one’s 
mark because that one, you know…what I wish I had done is actually had 5 minutes to think, ok what 
do I want to say for each of these bits.. 
INT 2 That’s the key thing, if I had 5 minutes. At the end I really wanted to look at each question and 
think and there were seconds weren’t there before the next person was standing there. 
INT 9 but we could do it before hand, we could spend 5 minutes before saying, ok, what do I want to 
bring out 
INT 2 To be respective of what the girl said I really wanted more time after each person to think  
INT 5 I think reminder training for this year would have been good because actually we did nothing 
what so ever about red flag highlighting were as last year we were told all about red highlighting 
and it was only at the end of the first day I thought there was one student there I would have red 
highlighted but I forgot all about it until I noticed it on the bottom but I thought, well seeing as no 
one else is going it, we haven’t talked about it, and I can’t remember who she was, there is 
nothing I can do 
INT 3 That’s a bit worrying seeing as we’ve already selected the students  
INT 9 I had a red high light last year, I’m keeping my eye on her 
INT 0 so a red highlight is, please can someone explain what a red high light is.. 
INT 5 My vague recollection from a year ago was that this was something that you wanted to 
actually raise as a point you needed to know more about, an attitude or something like that. I 
couldn’t even remember exactly what it was, which was, oh vie just remembered I haven’t been 
taught it this year but it was mentioned last year so..A reminder this year would have been good 
INT 2 I had someone who could have been a red flag .. This was a girl who had a sick brother and she 
was a carer, well she wasn’t a carer but there were elements of caring and that was something that 
could cause her issues during her training.  
INT 0 so issues from the training ..Things which happened last year not being refreshed this year 
being flagged up, are there any others? 
INT 4 I think if we were going to bring this in as a team we would want to sit down as a team and 
consider the scenarios, making sure everyone was happy with them, making sure we all 
understood what we were looking for, you know, what is a model answer, or is there…. 
INT 9 last year AC did send them round for us to say what do you think about these scenarios.. 
INT 4 Yes, yes 
INT 9 But I think having done it, it puts a different perspective on it, you know, at the time when she 
sent them around the very first time we had no idea of how it was going to work out 
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INT 4 its only when you hear that answer umpteen times that you start to formulate yourself what 
actually a good answer would be 
Group Yes 
INT 0 the experience of actually doing them helps you to formulate an idea of an ideal answer  
INT 6 and others yes 
INT 3 I like the idea of a model answer that would give me something to measure against 
INT 5 Some of those things there isn’t a correct answer, what we are looking for is correct 
reasoning because that Kilimanjaro one could have 3 or 4 answers couldn’t it, which would be don’t 
leave them.. 
INT 9 don’t leave them to go up, that was my red flag last tear 
INT 5 but one of the scenarios I found the people who answered it really well I couldn’t mark that 
because the actual things it was asking on the sheet didn’t reflect the question that was being asked 
so some of them were coming up with really good solutions but the actual question on the sheet 
didn’t ask that at all so in order to mark some people were being marked because they had done 
everything she’d asked for but others had gone way beyond that with a  much better answer and 
that was very difficult to decide what to do about because you can’t give them more than the top 
mark 
INT 2 It is hard because you are doing it on your own, it’s just you and that candidate so it’s almost 
like researcher and the participant and I still worry about, I suppose it’s the objectivity , the 
reflexivity, I could feel my head clicking round all these different thoughts about what these girls 
were saying and what was my perspective, I haven’t even thought about that really, but you wonder, 
in an interview situation you have two people there so you have that discussion, you sort of 
moderate. In this you it’s just you and that student 
INT 0 In the initial training did it involve reflecting yourselves on what the ideal marks would be? 
Group No 
INT 0 Ok, so do you think that would have  
INT 9 I think as a development for this year, I think having done it once, last year I don’t think we 
had any expectation but having done it once it, you know, an idea, if you had this scenario what 
sort of ideas do you think they might come up with, you know because I found today by the time 
I’d done the second round people would approach it in a different way and I was thinking that’s 
really good.. 
Group Yes 
INT 9 should I mark them high because they’ve mentioned that and not that, you know.. 
INT 3 my thought would be how would the mentors view this if they were part of the interview 
process? Because we would want them to be part of the interview process. In terms of they are 
selecting them for practice. How would they see this as maybe not relating to practice issues that 
would be my question.  
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INT 9 You would have to make it very clear 
AS it does depend on the question you are doing and I think coming back to the ideal answer, I had 
the Kilimanjaro question on Monday and then I had the one you had Ann with the midwife and 
talking about something critical that had happened to you. Now the Kilimanjaro I found that a lot of 
them only have this to say and they dried up before the 5 minutes were up, the one I had today they 
could have talked for half an hour. And I think if the mentors came in and had that one I had had 
today they would very much see that was related to practice but the Kilimanjaro one maybe not 
INT 9 But the current interview isn’t related to practice is it it’s just, why Surrey and you know one 
little scenario that they might act on, so it’s no different.  
INT 0 so, from what you’ve said do you think that some of the scenarios are easier to respond to 
than others 
Group yes 
INT 3 however the Kilimanjaro one I had a variety of students, I gave some of them 2s and some of 
them 6 and 7 depending on their different perspectives of how they dealt with the members of that 
team on the mountain and some came up with some excellent answers and some considered the 
whole team and some just talked about the one person going off  
Group yes 
INT 7 I don’t think I meant there was less they said as they talked about Kilimanjaro but maybe they 
found that question harder 
INT 3 some said they found the question quite challenging 
INT 7 I think it was very challenging 
INT 6 My question was very challenging. I had one about a volunteer worker in a shelter with a dying 
alcoholic and some of them could speak for well over the 5 minutes others just looked at very 
surface issues key things without exploring it in greater detail.  
INT 9 I think that was the same for all of us 
INT 1 I was going to add that because I took over from KL and our question was plagiarism and I did 
all those ones on Monday and what was really interesting was, and I think I probably did it last year 
as well, but it doesn’t mention the word plagiarism it gives you a scenario and some people came in 
and looked at it and said plagiarism, Id delete the email, and that was almost all they said. Others 
looked at it and said, mmm, well it could be plagiarism it depends where the email has been sent 
around and they had analysed and pulled it apart and I bet you a pond to a penny they would be the 
same students who came to you and gave you good answers because they were able to read it, 
absorb it, analyse it, synthesise it …the others came in, id delete the email, that’s it. 
Group murmurs of agreement 
INT 9 some of them were saying well it could be…but it could be this…but actually we don’t know if 
they’d been allowed to share it …. 
INT 1 so they gave you every option and after interviewing on Monday, Id got the model in my head. 
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INT 6 Yes 
INT 1 and it was very interesting, yes 
INT 5 I think these scenarios do give you a really good idea of whether these students are going to be 
able to study to level 3 
INT 7 Yes 
INT 5 because, I don’t know if it’s giving me a good idea about whether they would make a good 
midwife or not… 
INT 7 it’s true… 
INT 5 but I think it gives you a much better idea than our current interview of whether they are 
able to rationalise, as you say, analyse, synthesise  
INT 9 It’s true… 
INT 5 you can see those students who have very concrete thinking and those who are able to look 
at both sides of the argument 
INT 6 and lateral thinking 
INT 5 and those who can think on their feet which of course you need in a fast moving profession , 
you know, because I was never very good at thinking fast on my feet at their age…but some of them 
are really good…they’ve got one second they’ve had this scenario and boom, they are at it  
Group yes 
INT 5 and others you can see their brain ticking slowly thinking what shall I talk about here 
INT 4 I would agree with what you are saying but I have this little bird in the back of my head that’s 
saying is that correct or were some of them just taking it more seriously than others? Because some 
of them were so nervous and taking it really seriously and others just said “oh hi how are you” and 
sat down, had a chat, if they didn’t want to say anything else or they didn’t feel like it ….that was my 
real concern on all the days I did… 
INT 9 You see I didn’t have that, I didn’t get that at all 
INT 4 You see I was concerned that some of them weren’t taking it very seriously 
INT 6 I didn’t feel that at all 
INT 9 No I didn’t 
INT 6 everyone I had took it very seriously  
INT 5 Yes 
INT 0 did anyone else feel that, that did anyone else have that feeling 
INT 3 Mine were all quite serious and thoughtful about what they were saying  
INT 1 There were one or two on Monday that I did wonder but not today 
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INT 3 no none today 
INT 1 On Monday there were 2 that were so nervous but one with good reason, I really wonder how 
we got her  
Group laugh 
INT 4 This morning I said to AC I was concerned that some of these girls don’t realise that this 
doesn’t mean anything 
INT 6 one of mine got very upset because she thought this might go towards her mark in the 
programme…and I said not at all  
INT 0 that might explain why some of them may not have taken it seriously  
INT 9 I only did today, last year I don’t remember feeling that either, I don’t remember feeling that 
last year, if anything they were the other way that some of them were very concerned about the 
impression that they were making on me. I had one girl in tears and I said, it’s all right, it’s all right, 
and she said “I know but you are my lecturer and you are going to think I’m a fool”.  
INT 0 so from the student’s point of view it would be different if they, as you said it was a trial on 
existing students 
Group yes 
INT 0 if it was actual interviews for recruitment it would have been a different situation  
INT 5 I think you probably wouldn’t get such good answers either because they would be so much 
more nervous because, what happens in interviews, is that the ones who really want to be midwives 
tie themselves up in knots cos they are so desperate to impress you whereas, you know, the 
students who we interviewed today knew that if they got it wrong it wasn’t the end of the world but, 
you know, if they were taking it seriously .. 
INT 0 We will come back to that…going back to the training was there anything else about the 
training that you think is important, no one said anything good about the training, what was good…? 
INT 4 I can’t remember it 
Group laugh 
INT 9 well the rationale behind it, it was a very clear rationale  
INT 5 yes 
INT 9 so she introduced it at a midwifery PDU and she supplied the rationale really well and she 
included us in the development of the scenarios. She sent scenarios around and said “what do you 
think?” and then clearly…..she did then introduce the timer and things like that  
INT 1 and that was very clear and straight forward 
Group yes 
INT 1 I did it last year and when I saw it this year, I thought oh yes I remember that…it was fine 
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INT 0 so there is definitely an issue with revising, at least relooking at the training,  
Group yes 
INT 0 year by year ..if you are having more people on board who haven’t done it before then you 
would have to train them as well wouldn’t you. Is there anything else about the training? Ok we 
will move onto the next question which is “how did you actually feel ….well let’s look at emotions 
again, when it came to actually doing the MMIs , either last year, or this year, what did you feel 
when you were faced with doing them? What kind of emotions were you experiencing?  
INT 2 I think, for me, it was do I remember what I’ve been told to do and so there was a degree of 
panic with the first one but then , I did them yesterday as well, once you get into doing them 
because it’s so repetitive once you start then you are alright, it’s just that initial … 
INT 0 so the anxiety was about the newness of it 
INT 3 that was my worry because I thought , I’m going to switch off here, I’m listening to the same 
thing over and over again , 7 times 
INT 9 but don’t you switch off in interview days 
INT 3 but it’s, it’s the way you phrase the questions and the way that answers are put to you and 
sometimes you do think, I’m not really listening but in this case it’s the same scenario, the same that 
you are looking for and that’s what you have to do. When I came to mark them, I thought now did 
the previous one say this or was it another one .. 
INT 7 I found it quite stressful, not the whole thing but what was stressed about it was that you 
can’t interact 
Group yes 
INT 7 and you can’t say “oh yes and how did you feel when that happened or…” and particularly 
that question we had today “tell us about a crisis in your life someone’s pouring out this terrible 
thing and you can’t say “gosh that’s awful”, that’s quite stressful and it’s quite unnatural really  
INT 2 I think I did break the rules there, I did speak 
AS well I was so worried about breaking the rules as I didn’t want to ruin Alison’s research  
Group laugh 
INT 0 it is very unnatural indeed  
INT 9 I found it very difficult when they didn’t know how to interpret the question  
INT 7 Yes 
INT 9 so I had the plagiarism like DS, although it doesn’t say plagiarism and so, how would you react 
in this situation and why and actually what are the issues….but it doesn’t say issues so I’d say well id 
delete the email because……you know I just want to say can you unpick the issues here a bity 
INT 6 Yes 
INT 1 it’s almost like thought transfer, …and there are those who sit there for 3 minutes 
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INT 7 and they look at you and  
INT 5 but AC did say you can say have you got any more you want to say  
INT 1 I’d done that! 
INT 3 I only had one of those the rest were ok 
INT 9 I had several who were 4 minutes who said id delete the email because of this ….and I wanted 
to say do you want to look at the issue 
INT 6 I think it’s that lack of interaction that I have my reservations about , you know, I’ve got 
positive thoughts but then there is that side of it  
INT 7 but I can see the purpose because it’s more equal because everyone’s getting exactly the 
same opportunity 
INT 0 was the rational for that explained to you in the training  
INT 6 I can’t remember 
INT 7 I don’t know  
INT 9 I think so, I remember her saying so you don’t get different answers  
INT 9 I quite like it 
INT 1 in supervisory interviews you often have to say something and then sit there quietly and so I 
found that experience invaluable with this because it’s very hard but when you have done it a few 
times, when people are telling you some hideous, horrendous things and you mustn’t comment on 
it, that really helped and I think if I hadn’t done that I would have found this much harder. So even 
though they weren’t telling you awful things but to sit quietly and, I think it’s brilliant , I’m jumping 
ahead sorry Alison….I think it’s great because I would say in my subjective view, the people that 
spoke I wouldn’t have  a problem with, the ones that didn’t have anything to say are probably the 
ones I graded at a lower level because they are not the ones , irrespective of their nerves, they just 
hadn’t got it, it felt like and Id not set eyes on any of these…That’s from last year as well, it’s just a 
feeling it shows ….because the minute you start talking they stop but if you leave them to talk and 
ok maybe prompt them but we’ve not been allowed to… 
INT 9... and I have to say what I did like was us being all in one room. I actually thought at the end 
of each round it was really, you know it’s not often that we all work together 
Group laugh 
INT 0 so you can see each other 
INT 9 not that we interact because we have barriers between us but after a round has gone through 
we did, you know 
INT 3 interact 
INT 9 Laugh yes and we could say how did you score and what did she say … 
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INT 4 maybe that’s what we could do, if we are actually doing this at interview, after each round 
have their mug shots up and we could all vote 
Group laugh 
INT 4 instead of this scoring system we could all vote…and then we’d all get a say 
INT 5 that’s the thing though I’ve got no visual memory, I’d have to write each one down  
INT 4 we'd have to give you a code Jane.. 
Group laugh 
INT 2 That’s what I thought when I first sat down and I looked round and I thought , my goodness 
how has she done it, we are all here and that just doesn’t happen, we are rarely all together 
INT 9 Yes, so it’s actually quite nice to see each other 
INT 4 because the dates were set … 
INT 1 last year 
INT 2 with the fear of God, you know that we had to come 
Group laugh 
INT 4 because I was really sick on Monday and I came in  
INT 3 I was stuck in a two hour traffic jam on Monday  
INT 8 I really enjoyed it, I have to say 
INT 9, INT 3   Yes it was good 
INT 8 I liked seeing, as I said earlier, all the different students  
INT 9 Yes 
INT 6 Yes, I did, I liked that too, I did like that snapshot and I really warmed to a lot of them with 
their feedback and their answers and it really demonstrated to me , gosh I am really looking 
forward to working with this student …that’s how I felt 
INT 2 you see we don’t know how we all scored, we don’t know. If we had the mug shots and we 
learnt that my high score was the same as everyone else’s  
INT 9 I know because at the end of each round, you know chitty chatty and AR would say I’ve done 
that and AR would say….I scored her highly and I would say I didnt score that one that highly, laugh I 
must have just been really stingy 
INT 3 well that’s what concerns me, this the subjectiveness that concerns me because you might 
think that this student is low , and didn’t do well, she came to my scenario she probably did a lot 
better because she had been through 3 or 4 so by the time she came to me.. 
INT 9 but it would even out wouldn’t it…between the eight stations, it would even out 
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INT 7 or maybe it’s not the experience of moving around it’s the fact that the ethics in your 
scenario she gets 
INT 3 and the other ones she doesn’t  
INT 4 and that’s why it should work better than the normal interview because  
INT 7 you get more of a holistic view  
INT 5 I didn’t like doing scenario 1 and then starting first because I felt that I probably didn’t evaluate 
my first student yesterday as well as I did all the others, partly because of the anxiety, we are just 
starting, what’s the timing going to be like and I’ve got to stop , scribble the answer for two things 
down …I thought if you had had that extra one at the end so that you are only evaluating one thing 
until you are really confident at doing it so the very last one you do you have to do two , that would 
have been better for me. But I think that that first student of each round probably doesn’t get quite 
such a good listening to because you have got the two things in your head 
Murmured agreement 
INT 0 so you had your anxiety about the process which makes it harder to focus on 
INT 5 yes as doing it today wasn’t so bad 
INT 0 ok so it wasn’t as bad today, ok 
INT 5 knowing the first thing you have to do it two that you have to do and we have the same length 
of time to mark them as you have for one 
INT 1 well I did the first one straight away and I know they are sat there but I pulled the sheet onto 
the table and did it. I tried to do the two together but I got out of sync and I couldn’t remember, so I 
thought that’s no good, so I pulled it out and marked it while they were sitting there  
Group yes that’s what I did, that was a good idea 
INT 0 so is 5 minutes enough time… 
INT 4, INT 9, INT 7 I think it’s too long 
INT 0 too long 
INT 7 well it wasn’t too long for that question 4 though 
INT 3 no I wouldn’t say it was too long 
INT 3 yes see that was my concern, it depends on the student because I had the Kilimanjaro one and 
I one student had so many different options and considerations for each individual member of that 
team that she would have needed 10 minutes to talk about it and I had another one that dried up 
after 2 minutes. , so it depends on the student… 
INT 0 so what happens when you say it’s too long, what happens, is that when they dry up  
INT 9 they stop and you have to sit there  
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INT 4 the majority of the questions that I had and I had a variety of them err they stopped giving any 
new ideas; they stopped repeating themselves once they had got past 3 1/2 or 4 minutes. After that 
they were going over it again, repeating what they had said. Maybe one out of the group managed 
to say something coherent in the 4th or 5th minute, the last one. The rest of them were really going 
over or filling in 
INT 7 except that space they didn’t get to the end, they didn’t have chance because there were 
three parts and not all of them got to the end to answer all three parts 
INT 9 well maybe that’s in the design of the question 
INT 0 so maybe that’s ….there was a question with 3 parts, I’ve got examples there if anyone needs 
them, and that one was hard to do in 5 minutes was it? 
INT 7 a lot of them didn’t get to all the answers 
INT 2 the last one I was rushed and almost like, wave got the 3rd question to… 
INT 0 right 
INT 5 On Monday I came to the conclusion that 4 minutes would be enough for the majority of 
students. Some could go on well for 5 minutes but 4 minutes would have given you what you 
needed, anything less than 4.. 
INT 2 perhaps you need to look at them… 
INT 5 anything else and you may have missed the difference but today I thought you actually needed 
a bit longer because on the scenario I was on they suddenly had 2nd thoughts  and if you hadn’t have 
given them that extra time they wouldn’t have come out with those second thoughts, some of them 
which were very good.. 
INT 9 Like I say 3 ½ minutes 
INT 2 but each of the questions must be of equal weighting in terms of parts and all the rest of it 
INT 4 but not necessarily because don’t forget we are grading them all on the same things so that 
shouldn’t matter 
INT 2 it takes longer to answer 3 questions than 2 
INT 4 but if they’ve all only got 4 minutes to answer that question it doesn’t really matter does it 
INT 2 no I can see what you are saying 
INT 4 and if we only had it at 4 minutes then we would get through more in a day. Remember at the 
moment we interview 30 people between 1 o’clock and 4 o’clock  
Group murmur 
INT 0 is it tiring to interview that many people 
INT 9 yes 
INT 7 what doing any interviews, this sort or the old sort or both, is that what the question was? 
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INT 0 to interview that many people  
INT 9 I don’t think this is any more tiring than … 
INT 0 I was asking about this process rather than the other  
INT 2, INT 6 it is tiring to do this, I got tired after 2 rounds I have to say  
INT 9 but you get tired after an afternoon doing interviews, you know it’s different 
INT 4 well we only did, we did a maximum of 21 this morning between half 9 and half 12, that’s 3 
hours. We need to get half as many again done in the same amount of time  
INT 0 compared to the normal standard interviews, is it more tiring or more time consuming   
INT 4 it’s much more time consuming, 
INT 7 same amount of tiredness 
INT 2 if you increase the number that would reduce our objectivity because we are only human 
beings and we have to listen to what they are saying and make a judgement. So if you are packing 
it in then that will weaken, I think… 
INT 0 so there is an optimum time; you think that you can give people. What do you think, is it 5 
minutes, is it 4 minutes that you’d give each person? 
INT 4 well we had 5 minutes this morning didn’t we but I think we could do with 4….. 
INT 0 if some of the questions were changed  
INT 4 I don’t think that matters because we are judging them all the same aren’t we.. 
INT 2 well I think there is no point in having 3 questions if you know you are not going to get to the 
end 
INT 9, INT 4 that’s a good point, yes 
INT 4 because you are just stressing the student out then  
INT 5 you are stressing the assessor out because you are thinking about the fact you have to ask the 
next question  
INT 4 because literally we only did 16 this morning, in 3 hours 
INT 9 but that was because a lot of the last group didn’t turn up  
INT 4 but we could only have done 21, 21 was the maximum  
INT 6 I personally couldn’t do any more than that without the quality of my impression, judgement 
response and acuity, if you like, being compromised in the process. I think it’s only fair to give them 
100% of your attention and time  
INT 0 and would that be different if you were doing the normal standard interview process  
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INT 6 Yes, if I’m having 4 students, candidates that I’m interviewing I’d feel much less stressed 
than if I had 6 because by the time I get to 5 and 6 I feel tired. Maybe that’s because I’m older  
Group murmur 
INT 1 You see I think this is less stressful, I don’t feel so tired because it’s so focused , I could keep 
doing that all day. Some of the interviews I’ve had to do after two I’m exhausted. If I’ve done 4 and 
I’m not then I think well they can’t be very good 
INT 6 The interviews are more intensive aren’t they?  
INT 9 I find them equally tiring but I find interviews more stressful than this.  
INT 5 But with interviews you do have to get up between each candidate and go and fetch the next 
one. You’ve got the signing off the paperwork in between; there is that time to clear your mind 
when one has gone out the door before the next one comes in. Whereas with this you are tick, 
tick, tick on your boxes and you are back there again so you have to move on…you can’t think 
about the last one otherwise you’ve had it.  
INT 2 we need to create a robot a programmed one with the correct answer that would just mark 
INT 9 No you need an iPad that you press a button that you press when they make a pertinent point 
and then it totals them up.  
INT 0 Coming back to the process… 
INT 4 sorry, Julia was going to say.. 
INT 8 I didn’t think it was tiring , maybe this is just me but I felt this continual change of face 
coming to me helped and it only takes 40 minutes for one round and then we have a break for 10 
minutes and I find at interviews sometimes I don’t even have time to go and get a drink and..I 
know JEB said there was a break in between them when you do the marking but I don’t find that is 
a break, I can go for 3 hours solid 
INT 9 Sometimes that is really stressful because I do find that writing in between really stressful in 
the interviews 
INT 4 But if we were doing this for real there would be no break after a cycle there would be just 
enough break time to literally get a glass of water and start the next cycle. 
INT 8 But you have that 5, 10 minutes, you don’t have that with the interviews. It’s not a long 
break but it is a break  
INT 2 You need a break in between the cycles if you were doing it for real 
INT 4 I don’t know how we are going to do it, that’s my concern 
INT 3 I am concerned about the mentors, I don’t think they are going to take to this.. 
INT 0 But we haven’t got to that point yet, but we will if you can just keep hold of that thought..it is 
difficult isn’t it…but, so what about the 1 minute between each 5 minute slot was that long 
enough? 
Group laugh 
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INT 4 Its fine,  
INT 0 So again mixed opinions… 
INT 7 Louise goes at twice the speed of everyone else 
Group laugh 
INT 2 She is wired slightly differently we have to make allowances 
Group laugh 
INT 9, INT 6, INT 8 I think it’s about right 
KS so how many people think it’s about right? counts 1-8…so is it just you who thinks it’s too short 
Group laugh 
INT 5 On Monday I needed that minute, but today because I’d done it ion Monday I was quicker, I 
didn’t need the whole minute. So today I was much quicker but on Monday I certainly needed the 
whole minute 
INT 2 But I bet none of you added the scores up like I did.. 
INT 7, INT 6 I did! 
INT 4 no I didn’t do that 
INT 3 That’s why you thought it was too long, laugh 
INT 5 Because we’ve got fairly good candidates…you’d actually need longer if we were doing this for 
real and some of the candidates were quite poor and .. 
INT 7 Yes 
INT 5 but trying to think, am I trying to put them in 1 or 2  
INT 6 and particularly if you have to write the red flag area a s well 
INT 5 yes 
INT 0 Ok so if you got a red flag you have to make a comment and you would need longer to write 
INT 4 Because we have to be really clear after interviews now as to why we are rejecting them, 
with reject codes. I have to gather them all up at the end and decide why we are rejecting them 
and on what basis and on what evidence and what reject code. So if somebody did a duff answer 
that would have to be really clearly written on this form so at the end I would know what reject 
code to use.  
INT 0 so that would be an issue if this were to be used .. 
INT 0 we would need to write on there some of the answers for example, we’d need to quote what 
they’d said 
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INT 5 except if we are doing this on a scoring system, if you add all these up and if you got over a 
certain number a certain score would get offered and the rest don’t.  Y 
INT 4 Yes but we would still need to write a reason 
INT 6 we would still need to write a rationale  
INT 5 Yes for why we scored them 5 instead of 6 
INT 4 we would still need to use a reject code 
INT 3 especially if they want feedback 
INT 4 we are not allowed to use that as a reason for rejection now so we certainly wouldn’t with 
this…we have to put a specific answer 
INT 2 so don’t you think there is a flaw here…. 
INT 4 well we do currently, we write down what they say 
INT 2 the person interviewing or the person doing the scenario be the one, if it’s going to be a reject, 
be the one who comes up with the reject code because if you bring another person in there could be 
an altered perspective 
INT 4 yes but you’d have to write on there why 
INT 3 you may not have time in a minute 
INT 0 so the issue would be if someone came up with a red flag you wouldn’t have the time to 
document it clearly.  
INT 9 or even if they were unsatisfactory , you know not even a  red flag but if we were doing this for 
real and they were all unsatisfactory you’d have to write something  
INT 4 you would have to say why they were unsatisfactory  
INT 9 why they were unsatisfactory because they didn’t demonstrate a passion or they left two 
people on Mt Kilimanjaro 
INT 4 exactly  
INT 0 so that would have to be readdressed, so I think we are moving onto the next section. So, this 
is the question, how would you evaluate the MMI in comparison with normal interviewing 
techniques? 
INT 3 there are pros and cons to both, I think  
INT 0 Right 
INT 3 the time aspect and having done both and the flow through works because you are not stuck 
with that person for 20 minutes but on the other hand it , personally, I don’t think it given me 
enough time to judge that person… 
INT 7 but is that about, it’s not just about you Anna, it’s about the whole team making an opinion 
of that person and getting a holistic view 
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INT 3 but then the worrying thing is if that student shows that part of herself to me but not to 
another person then we have a conflicting opinion 
INT 9 you see I prefer it  
INT 3 that’s the issue and the mentor issue, that’s the thing 
INT 9 I prefer it, I’m a total converter. I think … 
INT 3 I like it, I’m not saying I don’t but … 
INT 9 I like it because the trouble is, well it’s not the trouble, but I think in an interview it’s very 
easy to get into a conversation and you should we be having a conversation or should we be 
interviewing? You know some times I found when we are interviewing, they say something that 
chimes with me and I.. 
INT 6 Yes I agree 
INT 9 ..and you respond and does that then give them a halo effect where …but it doesn’t 
necessarily allow me to explore… and I suppose my only concern is that is its true what Jane’s 
says, it picks up the ones that can reason and analyse, synthesise whether or not it demonstrates 
caring is another question…but then do our interviews do that? Our interviews don’t show that 
now do they. 
INT 6 I think it does demonstrate caring certainly in my scenario with the alcoholic it came over 
very clearly to me , a compassionate person, even with, particularly with the first one, the role of  
a midwife, that really worked but more so I found the compassion came out much, much clearer  
INT 9 Mmmmm 
INT 6 with that alcohol dependent person and umm, so I thought that was very good for drawing 
out, bringing out the emotions of the individual candidate  
INT 3 so in that case we really have to look at the scenarios as a whole to draw out different 
attitudes and aspects that we are looking for in that student 
INT 1 Isn’t that exactly what they are based on…isn’t that what Alison has done, compassion, from 
memory that’s what she did… 
Group murmur 
INT 9 Yes that one was meant to be compassion, the plagiarism one was about honesty and 
integrity, urmm the Kilimanjaro was probably about team working.. 
INT 2 I think the secret lies with really designing the scenarios tightly with us all involved  
Group Yes 
INT 2 But not ending up with us saying they have to say this or they have to say that. You really 
have to let them speak; listen to what they have to say. If the scenario is sound enough then it will 
do its job and they will naturally come up with the goods but I don’t want to tick they’ve done 
this, they’ve said that… 
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INT 9 No but I think maybe, for instance on the scenario I was doing it does say something about 
looking at different areas but I think I should have thought about it before hand. I should have 
thought, ok, what would I want them to see in this, like how has this paper become available, have 
they been told that, whereas, you know we look at it and think plagiarism but they might have been 
sharing it just to show the structure and some people thought about that, thought about both sides 
and I think it’s not the scenarios so much we need to think about, it’s the scoring bit. 
INT 5 it’s the scoring t that we need to tighten up on don’t we 
INT 0 We haven’t talked about the scoring so why don’t we look at that. What do you think about 
the scoring, what happened when you used it? 
INT 9 I was very, very stingy 
INT 7 it needs bench marking 
INT 0 So it’s this thing we were talking about earlier on about initially reflecting on how these 
scenarios work in practice after you’ve used them a few times, get together again, see if you can 
develop a consensus on it. It’s that process which is missing if you were going to take it on 
INT 5 Yes trying to make sure you are scoring what you are actually wanting out of that scenario 
because I didn’t feel the score sheet actually let me reflect some of the good answers I was 
getting.  
INT 4 And also, I know not everyone agrees but without thinking about what your model answer 
would be and therefore that would be an excellent answer, with the first one you have you’ll 
think, well that was quite good and you might score 6s or 7s but then somebody else comes along 
and it changes your opinion slightly so I would be quite keen to have a model answer type thing so 
that you can bench mark it otherwise again it’s just subjectivity again 
INT 3 I agree with you  
INT 4 and out of all the days I did, this time and last time, I can only remember once scoring 
somebody 7s all the way down last time and scoring one person 7s all the way down this time  um 
and, so therefore I might be quite a stingy person 
INT 9 I got stingier because I didn’t score any one above a 5  
INT 5 I had a bit of trouble with my scenario today in that the people who had got good life 
experience particularly who had been in jobs with people could respond to that scenario in much 
mature ways and yes we do want some of these mature people but that would have automatically 
marked down those who had not had those life experiences.  
INT 7 But that was with your scenario, they may shine in the others  
INT 5 but it depends, I’m not sure how this marking will be used. Will it simply be used as a total 
over everything or would you say anyone who got 3 or below in any scenario we would knock out 
because it’s not clear how the marking will affect the outcome 
INT 9 But that’s not what Alison is looking at in this research, she is looking at how it reflects…. 
INT 6 Attributes 
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INT 0 But I think, it comes back to what you were saying from your concerns about how this looks at 
the end of the day, will this pick out those best suited to the job, and will it actually work in practice, 
that’s the concern 
INT 3 That’s the concern 
INT 0 Your concerns, if you were faced with the results that show actually yes it does, then those 
concerns might go away after a time but because what you are saying is that because you haven’t 
actually seen that happen in practice .. 
INT 2 that’s where you look at the findings of others people who have used it internationally , 
nationally , other people and studies that have been published because there are medical students 
using this across the UK 
INT 6 Infact two candidates I met had experienced this at Kingston…. 
INT 9 Yes 
INT 6 so they were used to the interview process 
INT 0 right… 
INT 0 so there is an issue with the scoring and the consistency of the scoring across different 
assessors and whether that is ironed out by having different people doing at different times, you’d 
like to see some evidence that that actually happens, because you don’t know 
INT 3 we don’t know… 
INT 0 and then there is the issues of, some of you are saying it does actually pick out people who are 
really good and it’s quite clear it does that somehow pick out these people who are more able and 
some of you are saying you are not sure that it actually does that or whether there are any 
biases…whether people have had experiences before or whether they have actually done this 
process or whether they are used to talking about things in this way , you know, the difference 
whether that is actually …those are the students that you want or whether this process could be 
developed.. 
INT 3 we had a student who, one of the students said to me “I don’t like being put into scenarios like 
this because I don’t know how to deal with them” and she scored quite badly because she just didn’t 
articulate any of the answers basically.  
INT 0 so that raises questions as to whether those students are not the students you want or 
whether it’s discriminating 
INT 3 yes discriminating 
INT 9 But we ask them to look at a scenario in the current interview don’t we, we give them a 
scenario and say what would you do? 
INT 4 But we don’t sit there and let them get themselves tied in knots do we, we tend to prompt 
them or rephrase it in a different way or.. 
Group yes 
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INT 4 Again, I think, just thinking about the new way we are going to be shortlisting , like it or not A 
levels and previous degree people are going to be fast tracked and therefore is this another form of 
bias because I know some of the better schools are offering critical thinking at AS, my daughter is 
currently doing it, those in a higher stream are doing it and this is the sort of thing that is their bread 
and butter day in day out and they are going to be fast tracked to interview as well but we might not 
actually be wanting them on our degree programme . They might be academically able but not able 
to deal with what the course is wanting… 
INT 9 we know with attrition that the students that we lose are, a high proportion are access 
students and the experience in another university , when I was talking to someone at a much bigger 
University, they have got something like 120 student midwives and I was just asking, do you have the 
same experience and she said ‘Yes the access but the caveat is , if they have done the access but 
have GCSEs then they are as likely to leave as A levels students so it’s the pure access course 
students are the ones that they lose which could indicate that they are the less academically able 
INT 3 but it’s not always the case though. Is that because they have family and young kids…  
INT 9 whatever the reason  
INT 4 those are the ones that leave but is it because they were they struggling anyway?  
INT 9 Maybe it doesn’t matter why they leave, they leave and can’t complete. Maybe we want all 18 
year olds who don’t have families  
INT 3 and financial worries.. 
INT 9 and financial worries 
INT 9 but they have an expectation of student debt anyway.  
INT 5 I think 7 of us, is it 7, no eight of us, if we all have these feelings about a particular candidate 
who we are not quite sure about, that should come out in all of us so that candidate will get a low 
score over all 
INT 9 it will be interesting to see what Alison’s data shows  
INT 6 that reliability in us all… 
INT 3 judging in the same way 
INT 5 but I think we are all capable with the current interview process to say who are the people 
we shouldn’t have, the problem is when we have to select the cream because we haven’t got 
enough places, it’s our differing opinions on who is the cream and who is the top of the milk 
because we definitely don’t all agree on that 
INT 6 yes 
INT 5 but we definitely all agree on the totally hopeless cases but whether this will mean we get a 
better notion of , let’s say we’ve got 53 places, how do we pick 53 out of 150 , it’s very difficult if we 
are saying  we are just going to go on score.  
INT 2 you’ve got to do it somehow  
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INT 0 so you have a concern about what exactly? 
INT 4 well on the new system the high grade students will be fast tracked so even if they haven’t got 
any midwifery experience they will be fast tracked  
INT 9 what do you mean, fast tracked to interview 
INT 4 yes without me seeing their application form and, that’s why I was late from lunch and so if 
they come straight in here you won’t be able to ask them any more about what their experience is.. 
INT 7 well that was what was in my question ‘tell me what your life experience is that has lead you 
to choose midwifery and the ones that didn’t give me anything that was particularly. You know, the 
ones that said I went an organised a work experience placement at the NCT or where ever, they are 
the ones who got a high score. The ones that just said, well I, well the one that just said I worked as a 
healthcare assistant for 2 years I didn’t give her a particularly high score because that was her job. 
She had not shown me she had gone out of her way to access some insight in to midwifery that 
would be difficult to organise 
INT 4 so therefore we need to make sure that question was given higher weighting than say the Mt 
Kilimanjaro one, are we saying that question is more valuable 
INT 7 yes because that’s the sort of question … 
INT 9 I don’t know if it is, I disagree  
INT 7 but when we are talking about these fast track students who are schools where they are going 
to be potentially coached to answer Kilimanjaro type questions, which is what they will do with 
them. 
INT 4 Lateral thinking type questions.. 
INT 7 To reflect really, ok that’s great if can do that, you are going to be able to write an essay at 
level 3 but are you going to be able to be a really good practitioner? I want a question that’s going 
to tell me that because you won’t be coached to tell me that, that will come from within you and 
your passion and your drive 
INT 8 but who says that getting practical experience beforehand will make you… 
INT 7 there is no guarantee but it shows that they do have drive and commitment  
INT 9 but I don’t think it needs to have greater weighting, you know, the likelihood is that if they 
score highly on that they are going to score highly on Kilimanjaro, they are going to score highly on 
the others…I know I keep coming back to Kilimanjaro but I am still keeping an eye on my students 
who left 2 on Kilimanjaro to die. But also the whole, ‘why do you want to be a midwife’. The student 
who didn’t do really well on that first bit with me this morning didn’t do terribly well with the follow 
up question either. And that was to do with articulation isn’t it; it’s to do with demonstration and 
articulation  
INT 5 but I’m thinking of some of the students in the past whom we’ve accepted onto the 
programme and regretted deeply that we did and some of them came over so well at interview 
because the questions were predictable , you know those ones asking ‘why do you want to be a 
midwife’? Those things they can be coached in whereas if you just come up with a scenario that 
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they are not expecting then you are looking at their reasoning. And the other thing we’d have to 
watch is that these don’t get circulated onto the internet so everybody knows what the questions 
are 
INT 0 so that’s a plus point for the MMI 
Group yes 
INT 7 that it might actually work.. 
INT 3 but we might need to change these questions  
INT 4 One girl this morning who I think we all had concerns about, after she dried up after about 
30 seconds she told me that she had memorised her answers at interview and that’s how she got 
through it and I went ohhh really… 
INT 9 was that on the first rotation? 
INT 4 yes 
INT 0 so there is a question here that Alison has written out so I will ask this one, so I will read it out 
it’s about reliability really….” do you think that candidates interviewed using the MMIs on different 
occasions by different interviewers are likely to be scored the same?” 
Group No and then laugh…. 
INT 7 It depends what mood you are in 
INT 4 I don’t know if I’d score them the same laughing 
INT 7 it depends on the mood of the student too 
INT 2 Give me a cup of coffee and I may be more kind, laugh 
INT 9 I tried to be really careful and consistently mark this morning because I was aware that some 
scored badly but I was thinking as I went on, oh actually, I ended up globally marking and I did think 
in the end I’ve been a bit stingy here but then I did try and have a certain degree of reflexivity and 
think, ok, |I had better keep it down low because I started off low 
INT 0 I have a follow up question on this…”do you think that candidates interviewed using 
traditional interview formats using different interviewers on different occasions are likely to be 
scored the same 
Group No and laugh 
INT 0 so it’s all unreliable then!! 
INT 6 no I disagree with that  
INT 0 Oh do you 
INT 6 Yes, I do. In traditional interviews I still think it’s down to the individual who is interviewing the 
candidate because if the candidate isn’t relaxed with that individual , and I suppose you could say 
that for the MMIs as well, it can be different…how can  
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INT 9 that’s what we are saying, we all agree it would be different for different individuals 
INT 0 so the same things that cause the MMI to be unreliable cause is the same as the traditional 
interview, people can have a bad day … 
INT 5 I think me having a bad day would probably less influence the MMIs personally because I’m 
trying to think well what am I scoring ‘5’ , what does ‘5’ mean? All day long there is people coming 
through and I will be trying to give 5 for the same thing, some of those questions I’m not sure I do 
as they are very difficult to interpret but when it comes to ordinary interviews I’m sure that by the 
end of the day things that annoy me in a candidate annoy me a lot more than at the beginning of 
an interview time, so I think I’m probably less consistent in the current interviews  
INT 9 Yes, and the thing I’m aware of in our interviews is that, at the end of the day, if I’ve had 4 
really good candidates, really good that I want on the programme, and I’m thinking well No 5 isn’t 
going to be accepted 
INT 4 cos I’m going ‘you can only have 3’..Laugh 
INT 9 and I’m much more likely to think, if they were interviewed first they would have got on but 
they are being interviewed last, I’d better put some comment on to say ‘very good but no we are not 
having you’  
INT 0 so with the MMI, if you are having a bad day it’s kind of evened out because hopefully not 
everyone is having a bad day  
INT 7 and we are not going to make that decision like Kath says, because we are only allowed three 
because we are only part of the process, it’s all eight people isn’t it  
INT 4 and also you can’t run late. I’ve really noticed recently that some of us take a whole lot 
longer than others to interview and depending on whom our Trust practitioner is , whether she 
wouldn’t say boo to a goose, and you’ve got a candidate who has been given a time slot and she 
has walked around campus and she’s gone to Starbucks and she’s come back and she’s waited 
there for an hour and she’s seen everyone else come and go and that student could be brilliant but 
by the time she gets in her dads already been waiting outside for half an hour he’s ion a foul mood 
sending her texts saying I’ve got to drive back in the rain  in the dark and she is ion a terrible mood 
by the time she gets in there you’re running really late and you’re in a foul mood , it doesn’t 
matter if she was the best candidate in the world , you’ve lost her, she is going to go somewhere 
else because she’s had a rubbish day so I think at least by this you give them a time slot and they 
are through and out 
INT 9 and you stick to it… 
INT 4 How we work the scoring out or how we decide to grade them is up to us at a later date but 
at least they’ve got their slot and at least they are out having all had the same experience, none of 
them have gone away thinking well you left me waiting for an hour so I’m not going to have you 
even if you want me 
INT 0 so in that case, the MMIs are fairer because people get a chance, if you do badly with one 
interviewer you have other people as well so it evens it out a bit more  
INT 2 it’s much better than the one we’ve got  
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INT 9 I think it is 
INT 2 I think so 
Group murmur 
INT 0 What is your general opinion, how many people think it’s better over all? 
INT 9 I think it’s better 
INT 8 I do 
INT 4 if we could sort out the logistics of it.. 
INT 6 I think it’s better 
INT 4 if we could sort out the logistics I would really like to take it forward 
INT 7 that’s everyone then 
INT 0 overall is that all of you 
INT 3 no, I’ve not decided 
INT 0 Is that a no or you’ve not decided 
INT 3 I’ve not decided 
INT 5 I’d like to see Alison’s results  
INT 3 Yes so would I 
INT 5 …of the first round we did because Alison will be doing those shortly, does it correspond 
with the students who are doing well, are we actually scoring anything here other than our own 
vague opinions? Because if those results do show a correlation then this is much better because 
interviews don’t correlated with anything at all but if it turns out there is no correlation between 
good scores and this then I don’t know if it’s any better, it will require more staff 
INT 4 well not necessarily as we have 10 on an interview day already  
INT 5 could we use practitioners 
INT 4 and AS you’d have to use practitioners  
INT 3 we couldn’t do it on our own Jane  
INT 7you can’t anyway because you have to involve practitioners  
INT 0 so one issue if this was to be used would be how you are going to involve practitioners 
INT 3 they would need training 
INT 4 so the practitioners would have to come in earlier in the day to be trained, so one of us 
would have to be available to train them on the day to tell them what we are going to do  
INT 7 it would only take half an hour  
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INT 8 Initially it would take half an hour but 
INT7 I think they would quite like it 
INT 4 but we’d have to build that training into the day  
INT 5 I think it would depend on the practitioner because the problem we have in some interviews 
is that our practitioners can’t listen they have to talk , it’s the reality isn’t it that some midwives 
have to explain and talk all the time and they would find this very, very difficult 
INT 4 well we would just have to explain that you are not allowed to talk 
INT 5 you are not allowed to say anything  
INT 4 I think that once they get in a room and it’s obvious that no one else is talking then they 
wouldn’t 
INT 0 so there is an issue about, as you faced, they may want to say things, what are the other 
issues 
INT 4 how we get through 30 students in and afternoon 
INT 0 so the timing aspect  
INT 4 yes, we’d either have to change some questions to enable it to fit in 3 minutes, 4 minutes, 
whatever we decide and are we going to have a global mark, are we going to write down some of 
what they say if it’s a duff one , we need to put a reject code on it. We are not going to change the 
University system of how we reject or short list students or anything else so that would have to be 
built in to the paperwork and then we decide whether we give ourselves 30 seconds or a minute and 
decide whether why want to be a midwife question becomes a separate station, that could be a way 
around that first question. And how we organise it logistically, whether they continue to spiral 
through and we have the breaks between to get the students through or we have more interview 
days and less students. We already have 10 interview days with 30 students, the maximum is 30 in a 
day and getting people to help with those is murder.  
INT 2 do we have to interview all candidates 
INT 4 yes the NMC stipulates that we do 
INT 2 the NMC says we do… 
INT 4 yes, that’s how we still have recruitment in here while for the rest of the University it’s done 
centrally.  
INT 2 that’s a shame  
INT 0 there are constraints then that you can’t really change then 
INT 4 yes, lots of things we can’t change but there are lots of things we can 
INT 5 there is also all those little house keeping things that we to check, all the students’ documents 
need checking at some point  
INT 7 admissions or recruitment could do that, they do anyway 
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INT 2 they may have to take on more  
INT 9 the very fact that other Universities are using it means it can work 
INT 5 I was just thinking if you have all these stations , maybe the final station has to have space in it 
for asking a simple question like are you going to be a car driver or do we put that on the 
questionnaire at the beginning or as they do out the door 
INT 7 do we have to ask them then 
INT 5 well until we can tell them about which trust… 
INT 0 so is it a viable alternative to the traditional interviews 
Group yes 
INT 3 with the tweaking and consideration of factors, I think yes  
INT 6, INT 9, INT 8, INT 2 all Yes 
INT 0 are there any other logistical issues? There are quite a few we’ve already talked though, it’s 
hard to remember…there is the possible extra admin work, how/ whether the PowerPoint works, 
was there any issues with the PowerPoint 
INT 3 there was and I ran out to tell her and she put up another one 
INT 7 the beeps weren’t working this would be a major issue on the day 
INT 4 well you could have one person on an interview day and that’s all they do, organise the day, 
tick off students as they come, speak to them about occ health, car driving  
INT 0 I’m just looking to see if there is anything else on this sheet that Alison has asked specifically 
that I haven’t looked at…so we talked about communication skills, and the MMI is discriminatory 
towards those with good communication skills, is it communication skills or experience or a mixture? 
INT 6 experience 
INT 4 well some of them are critical thinking aren’t they and some of its experience 
INT 9 but some of that is linked with communication 
INT 5 but I think we are selecting for good communication so it discriminates in a positive way for 
what we want  
INT 0 so the question is which one is more able to select candidates who are more likely to excel in 
the clinical environment? You have already mentioned that you would like to see some data 
INT 4 I don’t think any of them will tell us whether they will do well clinically  
INT 0 so does anyone think that the MMI is definitely better at picking people… 
INT 2 I think it’s…at the moment I have a particularly problematic student in my brain who is 
academically very able but, you know tick, tick, tick 
INT 4 she would have been fast tracked… 
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INT 2 she would have been fast tracked but in relation to the clinical area she is a nightmare. This 
would have got under the surface and she could have scored very badly , with no ideas at all, just not 
thinking outside of the box and so we might have had alarm bells for her but academically brilliant… 
INT 7 but we might not… 
INT 2 but we might not…. 
INT 7 but what’s quite nice about this is that, they come through the door and we know they’ve 
been selected for interview but with our traditional interviews we have their forms in front of us 
which tells us that they’ve got 3A stars and they are a genius and that does bias you  
INT 2 It does 
INT 7 where as this, they come in they sit down and they are just a person and they answer that 
question and that’s quite nice not knowing  
INT 0 that’s a really interesting point 
INT 0 So you’ve got no preconceived ideas about this individual 
INT 7 you know that they’ve got through to interview so they are obviously … 
INT 4 I think that’s a really good point 
INT 3 even the personal statement when you read it , you think well she has gone off to Africa, she 
has worked in the jungle, she has done this , she has done that and you think she is really motivated 
this girl 
INT 4 the ones that get me are the ones that work in Waitrose, I think well she is obviously jolly nice 
Group laugh 
INT 7 It’s dreadful but we do, we do have prejudices  
INT 4 Oh I know what mine are, laugh… 
INT 5 the one good thing about these girls who work in supermarkets, they have great memories …. 
INT 0 another point we haven’t really discussed much is which more is daunting for the candidates, 
the interview or the MMI 
INT 3, INT 5 I think the MMI would be more stressful for them .. 
INT 5 if the first scenario doesn’t go well then I think that could escalate whereas in the normal 
interview they are with the same person so you can spend time calming them down. You have 
some that get so flustered everything goes red and they can’t talk at all, their eyes are popping out 
of their heads .. 
INT 8 I disagree because if they go to one person and they really muck it up it doesn’t matter 
because they are moving onto a different person where they can salvage it 
INT 4 although lots of the students said to me, on the times I’ve done it, this is stressful, this is 
stressful and these girls shouldn’t be nervous because they are here  
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INT 6 are the candidates having a focus group as well? 
INT 4 I think they have a questionnaire  
INT 0 I haven’t done it but I think they have because when I read through some of the scenarios I 
thought it was very challenging to answer some of them  
INT 9 I know a couple of the students this morning had done these at Kingston and one of them said 
she hated them but on the other hand if she’d been interviewed she would probably have said she 
hated that 
INT 0 So finally it says here, please discuss whether you think the disadvantages outweigh the 
benefits or not of the MMI over the personal interview? 
INT 4 we don’t really know yet because we don’t know what’s going to come out of the research and 
the literature but potentially it could be really good if we can overcome the practicalities including 
the numbers of students that we interview currently and I think the numbers that we interview 
currently are only going to go up  
INT 0 so interview numbers will be going up so that could be even more of a challenge for the MMI 
as it may be more labour intensive perhaps  
INT 0 any other comments to add  
INT 3 well we haven’t got the answers have we about the practitioners, how they would perceive 
this so we haven’t got the data 
INT 0 so we need to do more pilot work, another PhD perhaps! 
INT 6 It would have been useful to have the mentors/practitioners involved in this.. 
INT 2 we could ask the practitioners to get involved in designing the scenarios  
INT 6 I think it would be a useful exercise one day to get their feedback 
INT 0 any other comments 
INT 9 I think potentially these are an improvement actually  
INT 2 It takes interviewing into the 21st century 
INT 9 and I think we accept we are never going to get it completely right 
INT 3 you are never going to get it totally right because we are human 
INT 5 I think with any new scenarios we would have to be very careful with them so that they aren’t 
black and white so it rules out anyone with a different opinion…. 
INT 0 OK I think that’s all, we’ve given Alison an awful lot to analyse, thank you 
1:22:12 minutes 
13,688 words 
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Appendix 7 : Candidate Questionnaire 
This questionnaire is anonymous. Please complete immediately after the Multiple Mini Interview (MMI)  
 
1. Date of MMI……………….  
2. Have you been interviewed before using MMIs? (please circle ) a)Yes    b)No 
c) If Yes, please provide details 
 ……………………………………………………………………………………………………………………………………… 
 ………………………………………………………………………………………………………………………………………. 
3. Please rate the following statements according to the scale given 
 
 Strongly 
disagree 
 
Disagree Neither 
agree nor 
disagree 
Agree Strongly 
agree 
3a. I was given adequate information about how the MMIs 
would be conducted 
1 2 3 4 5 
3b I did not feel prepared for the MMI interview process  1 2 3 4 5 
3c. The scenarios were written in a way that was easy to 
understand 
1 2 3 4 5 
3d. I did not understand why I was asked some of the 
questions in the MMI interview 
1 2 3 4 5 
3e. 1 minute between each station allowed me to refocus 
before continuing 
1 2 3 4 5 
3f. 5 minutes at each station was too long 
 
1 2 3 4 5 
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3. Thinking about your experience of the MMI and traditional interview format do you feel that………. 
 
 Strongly 
disagree 
Disagree Neither 
agree nor 
disagree 
Agree Strongly 
agree 
4a.The MMI format is daunting 
 
1 2 3 4 5 
4b The traditional interview format is daunting 
 
1 2 3 4 5 
4c.The MMI format is fair to all students 
 
1 2 3 4 5 
4d. The traditional interview format is fair to all students 1 2 3 4 5 
4e. You do not have the opportunity to present your 
personal strengths in the MMI format 
1 2 3 4 5 
4f. You do not have the opportunity to present your 
personal strengths in the traditional interview format 
1 2 3 4 5 
4g.I felt more able to recover from a difficult question in 
the traditional interview than the MMI 
1 2 3 4 5 
4h. I felt more able to recover from a difficult question in 
the MMI than the traditional interview 
1 2 3 4 5 
4i. The MMI format is a comprehensive way of selecting 
midwifery students  
1 2 3 4 5 
4j. The traditional interview format is a comprehensive 
way of selecting students 
1 2 3 4 5 
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5. Having experienced both interview formats, overall, do you prefer the traditional interview format (please circle one option)  
a) Yes   b) No   c) Don’t know d) No preference 
Please explain your answer……………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………… 
6. Having experienced both interview formats, overall, do you  prefer the MMI format  (please circle one option) 
a) Yes   b) No   c) Don’t know d) No preference 
Please explain your answer……………………………………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………… 
…………………………………………………………………………………………………………………………………………………………………………………………
………………………………………………………………………………………………………………………… 
6. Please write any additional comments ………………………………………………………………………………………………………... 
…………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
…………………………………………………………………………………………………………………………………………………………………………………………
……………………………………………………………………………………………………………………………………………………………………………………… 
 
Thank you 
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                                           University of Surrey 
Faculty of Health and Medical Sciences 
Objective Structured Clinical Examination (OSCE) 
Postnatal Examination of the Mother 
Module Cohort 
Normal Midwifery Practice September 2011 BSc (Hons) Midwifery Studies 
Student’s Name Trust 
  
Assessing Tutor Assessing Clinician 
 
 
Date  
 
                  
 
Please demonstrate how you would assess and manage the examination and care of the mother, using a systematic and evidence based approach. 
*** STUDENTS MUST PASS ALL THE ASTERISKED ITEMS TO PASS THE ASSESSMENT. MARKS CAN ONLY THEN BE TOTALED AND AWARDED IF ALL 
ESSENTIAL ASTERISKED ITEMS HAVE BEEN PASSED. STUDENTS WHO HAVE FAILED ONE OR MORE ASTERISKED ITEM CAN BE AWARDED A MARK 
BETWEEN 0 -39 DEPENDING ON STANDARD ACHIEVED***
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Item marked with an asterisks are essential requirements to pass the assessment 
Must 
Achieve 
No: 
1 
Introduction to examination          Mark 
Available    
Mark 
Awarded     
  * 
1.1 Curtains drawn          
        1 * 
 
 1.2 Verbal introductions          
        1 
 
  * 
1.3 Washes hands before examination          
        1 * 
 
 1.4 Brief explanation and rationale of examination to the mother        
        2 
 
Mentor’s comments to justify rating: 
 
 
   2* of  5 
Sub total = 
 
 
Item marked with an asterisks are essential requirements to pass the assessment 
Must 
Achieve 
No: 
2 
General wellbeing and acknowledgement of individual context Mark 
Available    
Mark 
Awarded     
  * 
2.1 Demonstrates awareness, sensitivity and appropriate management of individual needs in a non-judgmental way e.g. 
culture/ ethnicity/ younger mother’s/ disabilities 
        
   1* - 2 
 
  * 
2.2 Acknowledges relevant history (medical, previous birth, current birth etc) e.g. Rhesus status, blood group, rubella 
status, allergy status, previous deliveries, labour and delivery details 
         
   1* - 2 
 
  * 
2.3 Acknowledges general wellbeing e.g. tiredness, pain, low mood          
   1* - 2   
 
Mentor’s comments to justify rating: 
 
 
   3* of  6 
Sub total = 
 
 
 
 
Item marked with an asterisk are essential requirements to pass the assessment 
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Must 
Achieve 
No: 
3  
Psychological and Social                                                                                                                                                                                               Mark 
Available    
Mark 
Awarded     
  * 
3.1 Acknowledge emotional/ psychological wellbeing         
     1* - 2      
 
 3.2 Demonstrates knowledge of normal emotional changes and relays these to the mother e.g. baby blues          
        2 
 
  3.3 Discusses with the mother the possible impact of parenthood on emotional and psychological wellbeing e.g. sleep 
deprivation, isolation 
         
        3 
 
 3.4 Demonstrates an awareness of potential abnormal psychological changes postnatally e.g. postnatal depression        
        3 
 
 3.5 Discusses social support network           
        2 
 
Mentor’s comments to justify rating:  
  1* of  10 
Sub total = 
 
Item marked with an asterisk are essential requirements to pass the assessment 
Must 
Achieve 
No:  
4 
Maternal Observations                                                                                                                                                                                              Mark
Available    
Mark
Awarded     
  * 
4.1 Explanation provided to the mother and consent gained to perform the examination         
    1* - 2     
 
 4.2 Able to provide rationale and justification for performing observations          
        2 
 
  * 
4.3 Observations performed competently (if applicable and discuss if not seen in practice) and relays findings to the 
mother with explanations of relevance of findings 
         
    1* - 2     
 
  * 
4.4 Demonstrates understanding of the significance of results  
    1* - 2     
 
Mentor’s comments to justify rating: 
 
 
 3* of 8        
Sub total = 
 
Item marked with an asterisk are essential requirements to pass the assessment 
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Must 
Achieve 
No:  
5 
Breasts          Mark 
Available    
Mark 
Awarded     
  * 
5.1 Asks about feeding method         
        1 * 
 
 5.2 Discusses positioning and latching if appropriate e.g. concerns raised by mother, issues identified by health care 
professionals or student during exam 
         
        2 
 
  * 
5.3 Demonstrates knowledge of normal physiological changes in the breast e.g. breasts filling around day 3     1* - 2      
 5.4 Demonstrates knowledge of potential complications e.g. mastitis, engorgement         2  
  * 
5.5 Discusses physical comfort of nipples &/ or trauma  
- relates abnormalities to latching/ positioning if breastfeeding 
- offers to visually assess the nipples if problems identified 
- demonstrates knowledge of relevant research e.g. healing, nipple creams, nipple shields 
         
    1* - 4       
 
  * 
5.6 Discusses physical comfort of breasts or maternal concerns/ possible abnormalities e.g. redness, engorgement, pain & 
offers to visually assess if concerns identified 
- Provides educational information to the mother about potentially abnormal changes and when to seek advice 
- Demonstrates knowledge of relevant research related to management of common problems with the breasts 
e.g. engorgement 
       
    1* - 4     
 
 5.7 Demonstrates knowledge of the management of engorgement and is able to verbalise this to the mother e.g. hand 
expression, well-fitting bra, analgesia 
        2  
 5.8 Demonstrates knowledge relevant to suppression of lactation and is able to communicate the information to the 
mother (if appropriate) 
        3  
Mentor’s comments to justify rating: 
 
 
 4* of  20 
Sub total = 
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Must 
Achieve 
No:  
6 
Uterus and Lochia                                                                                                                                                                                                      Mark 
Available    
Mark 
Awarded     
  * 
6.1 Discusses lochial loss with the mother e.g. colour, amount, odour, clots and educates the mother about normal and 
abnormal lochial changes, when to seek help and potential causes of any abnormalities 
        
    1* - 4     
 
  * 
6.2 Demonstrates the ability to assess normal uterine involution e.g. palpation (if appropriate and with justification) or 
identification of normal lochial loss 
    1* - 3      
  * 
6.3 Demonstrates the ability to identify abnormal uterine findings and their possible causes e.g. tenderness, atony, 
deviated fundus, infection, full bladder, RPOC, afterpains  
       
     1* - 3      
 
Mentor’s comments to justify rating:  
  3* of  10 
Sub total = 
Item marked with an asterisk are essential requirements to pass the assessment 
Must 
Achieve 
No:  
7A 
Perineum Mark 
Available    
Mark 
Awarded     
  * 
7a.1 Acknowledges and discusses perineal trauma (if present and discuss if not seen in practice)          
    1* - 2   
 
  * 
7a.2 Offers to visually inspect the perineum if trauma present or complains of perineal pain            
        1 * 
 
   7a.3 Emphasises the importance of assessment of the perineal area to the mother, if concerns identified e.g. excessive pain, 
offensive odour, swelling, bruising, haemorrhoids 
         
        2 
 
   7a.4 Demonstrates appropriate infection control procedures for perineal inspection e.g. handwashing and wearing gloves        
        2  
 
   7a.5 Educates the mother about perineal care/ hygiene (if appropriate and discuss if not seen in practice)  
        2  
 
 7a.6 Discusses analgesia (if appropriate)         2  
 7a.7 Demonstrates knowledge of research related to perineal care         2  
 7a.8 Discusses pelvic floor exercises with the mother         2  
Mentor’s comments to justify rating:  
 2* of  15 
Sub total = 
Please note that (A & B) may be applicable. If no perineal trauma is present then ensure that the student is questioned about the related theory during the discussion as 
part of the assessment 
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Must 
Achieve 
No:  
7B 
 
Abdominal Wound (if applicable)                                                                                                                                                                               Mark
Available    
Mark
Awarded     
   
7b.1 Requests to visually inspect the abdominal wound.         
        1  
 
   7b.2 Demonstrates appropriate infection control procedures for wound inspection e.g. hand washing and wearing gloves           
        2 * 
 
   7b.3 Is able to identify potential abnormalities from normal wound healing and verbalize how they may present e.g. wound 
infection, haematoma, wound dehiscence.  
         
        2  
 
 7b.4 Educates the mother about care of the abdominal wound and how to recognize potential problems.        
        2 
 
 7b.5 Discusses analgesia requirements with the mother         3  
 7b.6 Demonstrates knowledge of the appropriate actions if abnormalities are suspected e.g. wound swab for infection, 
referral to the doctor. 
        5  
Mentor’s comments to justify rating:  
 2* of  15 
Sub total = 
 
 
Item marked with an asterisk are essential requirements to pass the assessment 
Must 
Achieve 
No:  
8 
Elimination Mark 
Available    
Mark 
Awarded     
  * 
8.1 Discusses micturition and normal bladder function following childbirth with the mother e.g. diuresis, initial loss of 
sensation 
        
    1* - 2       
 
 8.2 Can identify possible abnormalities with micturition and is able to provide appropriate advice e.g. dysuria, 
incontinence  
         
        2 
 
  * 
8.3 Discusses normal bowel function following childbirth e.g. when normal bowel function is likely to resume          
   1* - 2  
 
 8.4 Provides dietary advice/ is able to articulate appropriate dietary advice in relation to bowel function        
        2 
 
Mentor’s comments to justify rating:  
  2* of  8 
Sub total = 
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Item marked with an asterisk are essential requirements to pass the assessment 
Must 
Achieve 
No:  
9 
Legs Mark 
Available    
Mark 
Awarded     
  * 
9.1 Visually and physically inspects the mothers leg’s with consent and is able to verbalise the rationale to the mother         
    1* - 2      
 
  * 
9.2 Demonstrates an understanding of the signs and symptoms of DVT          
    1* - 2       
 
  9.3 Educates the mother about possible postnatal changes in the legs and appropriate management e.g.  oedema and leg 
exercises 
         
        2 
 
  * 
9.4 Educates the mother about when to seek advice or help e.g. swelling, pain in the calf, redness        
   1* - 2      
 
Mentor’s comments to justify rating: 
 
 
   3* of  8 
Sub total = 
 
Item marked with an asterisk are essential requirements to pass the assessment 
Must 
Achieve 
No:  
10 
Communication and Overall Assessment                                                                                                                                                                  Mark
Available    
Mark
Awarded     
  * 
10.1 Consent gained where appropriate         
        1 * 
 
 10.2 Informal but professional approach          
        1 
 
  10.3 Appropriate language used e.g. non-medical terminology           
        1 
 
  * 
10.4 Good use of interpersonal skills e.g. verbal and non-verbal communication        
        1 * 
 
  * 
10.5 Thorough, systematic and safe approach to the assessment (including appropriate infection control)         1 *  
 10.6 All educational opportunities utilized         5  
Mentor’s comments to justify rating: 
 
 
  3* of  10 
Sub total = 
285 
 
 
No Category Essential Item to pass 
assessment 
Marks 
Available 
Marks 
Awarded 
1 Introduction to examination 1.1     1.3      5  
2 General wellbeing & acknowledgement of individual context 2.1     2.2      2.3      6  
3 Psychological & Social 3.1     10  
4 Maternal Observations 4.1     4.3      4.4      8  
5 Breasts 5.1     5.3      5.5       5.6     20  
6 Uterus & Lochia 6.1     6.2      6.3           10  
7A+7B  Perineum and /or Abdominal Wound (if Applicable) 7a.1   7a.2 
7b.2 
    15 
    15 
 
8 Elimination 8.1      8.3      8  
9 Legs 9.1      9.2     9.4      8  
10 Communication and Overall Assessment                                                                   10.1    10.4   10.5     10  
  Either 7A or 7B    100  
  Percentage Mark               % 
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University of Surrey 
 
Faculty of Health and Medical Sciences 
 
ASSESSMENT OF THE POSTNATAL EXAMINATION OF THE MOTHER 
Discussion Points 
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FINAL AWARD 
            PASS       □                            REFER       □                       NOT ACHIEVED       □ 
                                                                                                                                                              (on 2nd attempt 
  Examiner’s comments to justify final award  
 
Tutors Signature ………………………………………………                                                                                                     Clinicians signature ………………………….……. ………..   
Moderator’s signature (if applicable) ……………………………………………… 
Date …………….…….…….…….…….………………              Final mark ………………… 
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Appendix 9: Mentor Grading Rubric 
Level 4 University of Surrey Clinical Practice Grading Tool: Midwifery 
Name: 
 
Start Date 
End Date 
Placement Area: 
 
 
Guidance for Mentor – By working through the phrases below choose the mark closest to your student’s 
performance, knowledge and understanding.  
 
Professional and 
Ethical practice 
0 1 2 3 4 
Mark 
Awarded 
Practice in accordance 
with the Rules (NMC, 
2012) & Code (NMC, 
2008), within limitations 
of competence, 
knowledge and sphere of 
practice 
Limited 
understanding 
of statutory 
regulation, role, 
responsibility 
and sphere of 
practice 
Able to discuss 
statutory 
regulation, role, 
responsibility 
and sphere of 
practice at a 
basic level. 
Developing 
insights into 
statutory 
regulation, role, 
responsibility 
and sphere of 
practice. 
 
Able to 
demonstrate a 
sound 
understanding of 
the statutory 
regulation, role 
responsibility 
and sphere of 
practice. 
Able to 
demonstrate a 
good 
understanding of 
the statutory 
regulation, role, 
responsibility and 
sphere of 
practice 
 
Practice in a way which 
respects, promotes & 
supports individuals’ 
rights, interests, 
preferences, beliefs & 
cultures 
Unable to adapt 
practise to meet 
individual needs 
Limited ability 
to adapt 
practice to 
meet individual 
needs 
Developing 
confidence in 
providing 
flexible care to 
meet 
individuals 
needs 
Confident & 
competent in 
adapting care to 
meet individual 
needs 
Confident & 
competent in 
adapting care, 
uses initiative to 
identify ways to 
meet needs 
 
Maintain confidentiality of 
information, including 
appropriate disclosure 
and use of social media 
No 
understanding 
of importance of 
confidentiality 
 
Limited 
understanding 
of role in 
relation to 
confidentiality 
Developing 
understanding 
of 
confidentiality & 
disclosure 
Demonstrates 
sound 
understanding of 
principles 
concerned 
Confidently 
demonstrates 
knowledge & 
understanding of 
principles 
 
Work collaboratively with 
wider healthcare team & 
agencies 
Withdraws from 
team working 
Needs support 
to be part of 
the team 
Developing a 
team approach 
to midwifery 
practice 
Make 
appropriate 
relationships 
with members of 
the MDT 
Works well within 
the team forming 
effective 
relationships 
 
Supports creation & 
maintenance of 
environments that 
promote health, safety & 
wellbeing of women, 
babies & others 
No 
understanding 
of importance 
Limited 
understanding 
demonstrated 
Developing 
understanding 
of environment 
Able to maintain 
safe 
environment 
Good 
understanding & 
maintenance of 
safe 
environments 
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Effective Midwifery 
Practice 
0 1 2 3 4 
Mark 
Awarded 
Communicates effectively 
(using interpersonal 
skills) with women & their 
families 
Limited 
communication 
skills evidenced 
in practice 
Needs 
prompting to 
effectively 
communicate 
with colleagues 
and clients 
Good level of 
interpersonal 
skills being 
developed, 
occasionally 
needs support/ 
Prompting 
Good level of 
interpersonal 
skills being 
developed 
Displays 
excellent 
interpersonal 
skills with clients 
and colleagues. 
 
Determine & provide 
programmes of care & 
support for women 
(considering partnership 
& choice)  
Unable to adapt 
to individual 
needs 
Limited ability 
to adapt to 
individual 
needs 
Developing 
confidence in 
providing 
choice & 
individual care 
Confident & 
competent in 
adapting to 
individual needs 
& choices 
Initiative 
demonstrated in 
supporting safe 
choices & 
promoting 
individual needs 
 
Care for, monitor & 
support women during 
normal antenatal, labour 
and postnatal period 
(supporting normal birth) 
No 
understanding 
of the provision 
of normal 
midwifery care. 
Limited 
understanding 
of the provision 
of normal 
midwifery care. 
Basic 
understanding 
of the provision 
of normal 
midwifery care 
Developing a 
sound 
understanding of 
the provision of 
normal 
midwifery care. 
Demonstrates a 
good 
understanding of 
the provision of 
midwifery care. 
 
Work in partnership with 
women including 
providing support and 
advice re infant feeding 
Does not 
demonstrate 
clear 
understanding 
of the basis of 
infant feeding. 
Limited 
knowledge 
base of infant 
nutrition and 
feeding 
Requires 
support in 
applying 
knowledge and 
principles in 
assisting 
women and 
families. 
Developing 
Knowledge and 
understanding 
and is beginning 
to be effective in 
assisting women 
and families. 
Applies good 
level of 
knowledge and 
understanding in 
assisting women 
and families. 
 
Identifies and applies 
knowledge and 
understanding of 
anatomy and physiology 
the care of women and 
their families undergoing 
normal childbirth 
Limited 
knowledge of 
anatomy and 
physiology 
Is able to 
discuss basic 
anatomy and 
physiology 
related to 
childbirth only. 
Occasionally 
applies altered 
anatomy and 
physiology to 
childbearing 
women. 
Developing a 
sound and 
comprehensive 
knowledge base 
and applying 
effectively. 
Applies extensive 
knowledge base 
and can offer 
rationale for 
practice. 
 
Complete, store & retain 
records of practice 
accurately, legibly & in 
detail 
Unable to 
demonstrate 
Limited ability 
Requires 
prompting 
Confidence 
shown in 
recording care 
given 
Excellent record 
keeping skills 
 
Applies knowledge and 
understanding of the 
normal neonate whilst 
assessing and managing 
the baby 
Limited 
knowledge and 
understanding 
of the needs 
and care of the 
normal neonate 
Basic 
knowledge and 
understanding 
of the needs 
and care of the 
normal neonate 
Identifies 
knowledge and 
understanding 
of the needs of 
the normal 
neonate but 
needs 
prompting with 
care. 
Developing 
good 
understanding of 
needs and care 
of the normal 
neonate. 
Applies 
knowledge and 
understanding of 
needs in all care 
of the normal 
neonate. 
 
Mentor sign and print: Sign off – Mentor sign and print: Date: 
Full Mark Student sign and print: Personal tutor sign and print: Date: 
KEY and ACTIONS 
RED =  Any mark in this column is a cause for concern - PLEASE INFORM PERSONAL TUTOR IMMEDIATELY 
AMBER =   Satisfactory progress    GREEN =   Good/ Excellent progress                                                         
Ajc/MMiscoresheetfinal21.09.11 
Appendix 10 : Station Score Sheets 
Candidate Number……………… ………..                Score Sheet Scenario 1  
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Motivation to become a midwife, awareness of midwifery philosophy, the role of the midwife 
Motivation to become a midwife 1 2 3 4 5 6 7 
Personal perception of how their qualities complement the  requirements of the profession 1 2 3 4 5 6 7 
Understanding and appreciation of the diverse role of the midwife 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                 Over all score 
 
          /56 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal15.09.11 
Candidate Number……………… ………..                Score Sheet Station 1    
   
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Respect for difference and diversity 
Has the capacity for insight into issues, demonstrating sensitivity and respect for others 1 2 3 4 5 6 7 
Has the ability to establish the facts to ensure fairness 1 2 3 4 5 6 7 
Able to consider different ways of resolving situations where complex issues may cloud judgement 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………. 
Ajc/MMiscoresheetfinal15.09.11 
Candidate Number……………… ………..                Score Sheet Station 2   
   
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Honesty and integrity 
Articulates different perspectives examining relevant values and choices 1 2 3 4 5 6 7 
Considers the implications of these values and choices 1 2 3 4 5 6 7 
Is able to reflect and learn from experience to inform future actions 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal21.09.11 
Candidate Number……………… ………..                Score Sheet Station 3    
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Kindness, compassion and empathy 
Articulates an understanding of the potential conflict in this situation between emotion and logic 1 2 3 4 5 6 7 
Demonstrates sensitivity to the needs of others 1 2 3 4 5 6 7 
Has the capacity for personal insight and is able to respond in a personable manner 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal21.09.11 
Candidate Number……………… ………..                Score Sheet Station 4    
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Intellectual curiosity and reflective nature 
Motivation and diligence in gaining experience of maternity care 1 2 3 4 5 6 7 
Potential for personal reflection, ability to admit mistakes and seek positive learning from this 1 2 3 4 5 6 7 
Knowledge base regarding pertinent issues in midwifery today 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal21.09.11 
Candidate Number……………… ………..                Score Sheet Station 5    
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Advocacy 
Demonstrates sensitivity to the needs of others 1 2 3 4 5 6 7 
Understands the rights of patients to be fully informed in decisions about their care 1 2 3 4 5 6 7 
Appreciates the role of the midwife in being an advocate for women 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal21.09.11 
Candidate Number……………… ………..                Score Sheet Station 6    
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Respect for privacy and dignity 
Would ensure they are fully conversant with the facts before intervening 1 2 3 4 5 6 7 
Demonstrates an awareness of the situation from a range of perspectives 1 2 3 4 5 6 7 
Can think creatively and practically as to how this situation can be prevented in the future 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Overall score 
 
          /56 
 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………………………
Ajc/MMiscoresheetfinal21.09.11 
Candidate Number……………… ………..                Score Sheet Station 7  
 Rating scale: please circle one option 
 
Excellent = 7                      Very good = 6 
Good = 5                            Satisfactory = 4          
Borderline = 3                    Poor = 2  Unsatisfactory = 1 
Communication: demonstrates 
Ability to create rapport  1 2 3 4 5 6 7 
Clarity of thought and the ability to articulate their responses 1 2 3 4 5 6 7 
Effective non-verbal communication skills 1 2 3 4 5 6 7 
Self assurance with grace 1 2 3 4 5 6 7 
 
                                                                                                                                             Total            
        
            /28 
Initiative, problem solving and team work 
Can think creatively and logically in a complex situation 1 2 3 4 5 6 7 
Demonstrates team spirit and appreciation of the situation from a range of perspectives 1 2 3 4 5 6 7 
Can form an action plan which takes into consideration others needs in the team 1 2 3 4 5 6 7 
 
                                                                                                                                             Total       
      
            /21 
Global Assessment 
What is  your over all impression as to the candidates suitability for a career in midwifery taking into 
account their strength of arguments, ability to perform under stress and creative thinking 
 
1 
 
2 
 
3 
 
4 
 
5 
 
6 
 
7 
                                                                                                                                                  
                                                                                                                                             Total 
        
            /7 
 
                                                                                                                  Over all score 
 
          /56 
 
Red Flag: Yes/No  If Yes, please give details………………………………………………………………………………………………
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Appendix 11: Ethical Approval Documentation 
Original 2011 
Amendment 2013 MW selection 
2014 all HCP selection 
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Appendix 12 example correspondence with Professor Kevin Eva and Sheila McBurney, at the 
University of British Colombia 
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